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PSYCHOTHERAPEUTIC AND INTERPERSONAL ASPECTS OF 
INSULIN TREATMENT* 
BY ALEXANDER GRALNICK, M. D. 


\When insulin treatment was introduced to the world one dee- 
ade ago, new horizons were opened to psychiatry. It seemed, at 
last, that something besides routine institutional care could be of- 
fered to the great mass of mentally ill. ‘The wave of optimism that 
flooded the psychiatrie world at that time has been matched only 
by the enthusiasm more recently aroused by electric shock treat- 
ment. The fact that a drug could change the human physiology- 
particularly that of the brain—and thereby eradicate delusions and 
hallucinations was startling to the point of disbelief. However, 
the phenomenon was quickly accepted by most because it made men- 
tal illness more understandable. It was as if the answer had 
finally come to psychiatry. Psychiatrists plunged into work and a 
new measure of hope was added where before mainly despair had 
prevailed. 

‘Those who believed that even the functional psychoses were ** or- 
yanic’’ in nature accepted the new form of treatment quite natur- 
ally. They only felt the need to know, further, the exact nature of 
the physiological changes produced in the brain, and what modi- 
fications in the technique were necessary, to return the mentally 
ill to **normal’’ once and for all. On the other hand, those psy- 
chiatrists who held that the symptoms of mental illness were mani- 
festations of disturbed interpersonal relationships, and that, there- 
fore, the functional psychoses were truly functional, found the re- 
sults of insulin treatment rather intriguing. They wanted to know 
more about the psychological aspects, namely, the patient’s attitude 
toward the treatment, the meaning it had for him that life did not, 
and the interpersonal factors at play in the therapeutic situation. 
The most enthusiastic in the former group claimed that insulin 
treatment was the ‘‘cure’’ for psychosis and that soon the mental 
institutions would be emptied. The most pessimistie of the latter 
group of psychiatrists could see no value in the treatment, and as- 
serted that ultimately it was a waste of time. 

“Read in abstracted form at the Detroit meeting of The American Psychiatric Asso 
ciation, May 10 to 13, 1945. 
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Thousands of papers have been written to show the efficacy of 
insulin therapy. The great bulk of them describe the physiological] 
changes produced in the brain, and enumerate the therapeutic re- 
sults statistically. By and large, they report favorably. Here and 
there in the literature, writers ask about the patient as a whole, as 
if to say that the tree is being lost sight of because of the forest. 
These few feel that the psychological aspects warrant very close 
study too, 

Study of the literature and personal experience with the treat- 
ment procedure itself unearth some interesting faets. The remis- 
sion rates effected by insulin therapy vary widely with different 
therapists. Some psychiatrists hold that the spontaneous remis- 
sion rates are as high. Most agree that the shorter the duration 
of illness, the better the prognosis. Cases which are similar de- 
scriptively respond differently, even in the hands of the same ther- 
apist. Patients may improve with few or no comas, and in a short 
time; whereas others fail with many deep comas and prolonged 
courses of treatment. Relapses are common, and may occur quickly, 
after which treatment is not likely to succeed again. In a recent 
survey, covering a six-year period, it was found that 73 per cent of 
the patients paroled from the Central Islip State Hospital, after 
successful treatment, had been returned and were still hospitalized. 
The technique of the treatment itself varies greatly with the ther- 
apist, and the same therapist may alter his method with different 
patients. 

These facts make it clear that a common denominator has vet 
to be found. It would seem that the physiologieal changes effected 
by insulin do not alone account for the results. While at present 
one cannot deny that the cerebral changes per se produce the favor- 
able results, the diversity of findings can only indicate that other 
factors are at play. And since we are treating psychologically-ill 
persons, there is a strong likelihood that insulin treatment is fruit- 
ful because of psychological reasons, 

Manfred Sakel offered the world a wholly new physiologic treat- 
ment of schizophrenia. When one reads his monograph, however, 
one sees that he did more. He declared that the main purpose of 
his work was ‘‘to deal with mental disease as the disease of a func- 
tion of an organ of a human being—that both the psychosis and 
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the psychic reactions are mere symptoms or manifestions of an or- 
ganic living being, and that there is an indivisible unity between 
the purely physical manifestations and the psychotie and psychie 
phenomena which are the consequences of physiologic phenomena, 
and thus products of this living being.**! Thus, he stressed the dy- 
namic psychological activity of people. While he said that psy- 


chotie symptoms were the consequences of physiologic phenomena, 
he did not necessary imply that the physiology of schizophrenia 
was disturbed. Throughout his work, sometimes implicit and at 
other times quite openly, is the repeated theme that ‘‘the treat- 
ment does not neglect but rather fully utilizes and exploits the op- 
portunity for psychotherapeutic influences.’ He treated patients 
in a highly individual way, and emphasized the importance of the 
judgment of the therapist. 

Sakel practiced this doctrine in many ways. He considered 
marked excitement, and the tube-feeding of patients when they 
were conscious enough to feel the pain as definitely traumatic. Es- 
pecially in the eatatonic, did he consider the use of foree, or the 
of forced feeding, harmful, despite the physiological 
changes of the therapy. When ‘‘hunger-excitement’’ occurred he 
helieved it preferable to feed the patient at once rather than to 
allow coma to supervene. Tle thought that the main difficulty re- 
solved itself into the timing of the termination of the **shock”’ 
at the proper psychological moment, because he felt that there was 
a tendency toward fixation of the clinical picture which happened 
to dominate at the time of the termination. Thus, he said that the 
treatment sessions of stuporous patients should be terminated when 
the patients showed activity, or that they must be activated by 
‘dry’? shock; that paranoid patients should be shielded from stim- 
uli; that excited catatonics should have short periods of hypogly- 
cemia rather than long, and that their treatment should be ter- 
minated just before coma interevened. 

Onee a course of treatment was completed, Sakel believed the 
patient should be dismissed as soon as possible, and to as harmless 
surroundings as possible. He was acutely aware that patients were 
psychologically vulnerable, and highly suggestible, and that they 
would react violently to disturbing factors during the treatment. 
He pointed out the presence of ‘‘holiday relapses’? in improved pa- 
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tients, and that a taetless discussion could cause relapse in in- 
proved patients. Observations of this nature led him to pay par- 
ticular attention to the mental management of his patients. As 
one reads his case reports, one can sense that he handled his pa- 
tients with good judgment psychologically, with consideration and 
care, and with a sensitive appreciation of their personal problems. 

it is true, however, that despite his appreciation of the great sig- 
nificance of the psychology of his patients, Sakel preferred to em- 
phasize the physiological aspects of his therapy. This was not un- 
natural in the face of the medical tradition that all disease is 
fundamentally organic in nature. Accordingly, it followed that 
other psychiatrists who used the treatment placed the same em- 
phasis. Few, however, highlighted the psychological aspect of the 
therapy. In fact, most gave it much less attention than had Sake. 
It is possible that although psychiatry nominally looks upon the 
schizophrenias as functional illnesses, it does so with tongue in 
cheek. At any rate, it has chosen to lay major stress on the physi- 
ological rather than the psychological in its consideration of insu- 
lin therapy, and has seized upon the treatment as a proof that 
disturbed physiology is the underlying cause of schizophrenia. 
However, it does not follow that this assumption is correct just 
because physiological changes are produced by insulin, nor does 
it even follow that these changes alone are therapeutic. 

Although Sakel was aware of many of the physiological changes 
produced by insulin he was foreed to say, ‘‘I do not know how the 
method of treatment I have here described actually works.’” Ac- 
cordingly, he postulated several complex explanatory theories 
which are not widely alluded to today. He coneluded that his 
method of treatment used insulin not only as a medicine but also 
as an instrument, and that success with the treatment depended 
not only on the tool, but also on the skill of the guiding hand. The 
therapy he described was not rigid. On the contrary, he said ‘‘it 
depends on subtle refinements, quick variations and continual modi- 
fications of the technique.’” | 

Since this present paper is concerned mainly with the psycho- 
therapeutic value of insulin treatment, a theoretical basis is called 
for. The writer’s contention is that, both by definition and in fact, 
the functional psychoses are psychological in origin. As a result, 
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any physiological changes produced in the brain by insulin can 
have only temporary effects, in that they afford an opportunity to 
practise the psychotherapy essential to the improvement of fune- 
tional psychoses. In other words, emphasis must be placed on 
the psychological treatment of a disease which is psychological in 
origin. The main aim of research in utilizing insulin therapy 
should be the discovery and delineation of the mental factors at 
work in the therapeutic situation. There is no substitute for hu- 
man attention and understanding in the treatment of functional 
psychoses. Any attempt to study the mentally ill as isolated en- 
tities, that is, in a fashion which does not relate them to their sur- 
rounding fellow-humans, must inevitably fail. The vital forces at 
play in human relationships, and the means used by man to satisfy 
or escape from societal demands on him, must be studied and un- 
derstood as the elements that result in psychosis. 

Harry Stack Sullivan laid the groundwork for this point of view 
that schizophrenia is a result and manifestation of disturbed inter- 
personal relationships. In discussing schizophrenia, he declared 
e . the cultural distortions provided by the home are of prime 
importance. We have not seen maladjustment which was without 
foundation of erroneous attitudes which parents or their equiva- 
lents had thrust upon the child. We have found all sorts of mal- 
adjustments in the history of patients who suffered the grave psy- 
chosis, but regardless of vicious influences subsequently encoun- 
tered, the sufferer had acquired the tendency to such illness while 
in the home situation. Interpersonal factors seem to be the ef- 
fective elements in the psychiatry of schizophrenia. Mental stress 
arises from societal relations, not from impersonal physical fac- 
tors.’” Later, he declared, ‘‘The student must secure the concept 
of the organism, but also of the human organism as living in in- 
dissoluble continuity and communality with an environment physio- 
chemical] and social and cultural.’ If one studies only the physio- 
logical changes occurring in psychologically-ill patients, who have 
hecome psychologically ill because of interpersonal difficulties, this 
would seem to be working in vacuo. 

Let us first describe the status of the patient who comes for in- 
sulin therapy. For an indefinite time he has been beset by social 
and psychological difficulties; he has grappled with them alone, 
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being either unable to seek—or being without access to—psychiatrie 
help. He has been an isolated person for many years. He finally 
becomes acutely psychotic, with florid hallucinations and delusions 
which are a needed response to his intolerable situation. An am- 
bulance or the police call for him, and he is taken to a hospital 
where he undergoes a brief period of observation, before being 
transferred to another hospital for treatment. Little has been ex- 
plained to him; and little is, as he goes through the routine of ad- 
mission. He is then placed under the care of a psychiatrist who 
gives him an initial mental examination, but can devote only a 
short time to him because he has so many other patients to observe. 
From the admission building, he may be transferred to a service 
for chronic patients, where individual care is rationed even more 
strictly. Finally, his relatives sign permission for insulin treat- 
ment, and he is brought to the therapeutic ward. Here, he meets a 
strange doctor who is not of his choosing, 

Many questions are present in the patient’s mind. ‘* Who is this 
doctor? What is he like?) Why should he want to treat me? Can 
| trust him? Will he treat me like the others? Can he really help 
me? Is he eapable enough? Do I need treatment?’’ One can easily 
surmise other problems for the patient in this entirely new situa- 
tion. All of them must be recognized and anticipated by the ther- 
apist, and they will vary with each patient. 

The initial conversation between the patient and the present 
writer serves as a mutual introduction. In it, the therapist can 
make a judgment about the patient, who can form an opinion 
of the therapist. The discussion has served its purpose if the pa- 
tient gains a favorable impression; especially of the doctor’s atti- 
tude toward his welfare and his purpose in treating him. The 
writer’s general procedure is to allow the patient to give his story. 
Questions are put only to enable him to present his case. Should 
he suspiciously refer the writer to his record, he is told that the 
doctor’s main interest is the patient’s side as he sees it, his feel- 
ings about things and his opinion. The writer explains that his 
only work is this particular treatment. Incidentally, the term 
‘*shoek’’ is not used in speaking of the treatment, because it has 
foreboding connotations for the patient. If he does not know but 
ean grasp it, he is told why he was brought to the hospital, and 
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why treatment was decided on by the doctors who took care of 
him previously. Then he is told the purpose of the treatment, its 
nature, and the strong possibilities it offers for his general wel- 
fare and eventual release. The patient then is asked if he would 
eare to accept the treatment. It is surprising how often this ap- 
proach results in positive replies. The patient has been treated 
as an independent person, and the logic of the situation appeals 
to his better judgment. 

The following example illustrates some of the problems a patient 
may have in anticipating treatment. A young man, recently dis- 
charged from the army because of an acute schizophrenic attack 
accompanied by delusions and hallucinations, is brought to the 
therapy ward at 6:30 in the morning, and told by the nurse that he 
is in the insulin department. The writer finds him engaged in 
conversation with the nurse, and quickly sees that he is in a bellig- 
erent and angry mood, Without much ado, the patient says that 
he does not need and will not have treatment, but he does accept 
the physician’s invitation to discuss the situation further. He en- 
ters the office, and immediately lays down a barrage of charges 
and threats. He was railroaded into the hospital; he will break 
out: he will assault some of the doctors, and if necessary, even 
strike the therapist to whom he speaks. What is more, he wants 
to know, who gave consent for the treatment without consulting 
him. 

The fact that his opinion about treatment had not been solicited 
was obviously the sore spot. This, as well as his behavior, gave 
clues to his personality. He expected people to consider him their 
equal, or at any rate important enough to be considered, in matters 
which involved his welfare. He liked freedom rather than restraint 
and ‘‘orders.’’ The situation he created could be handled in dif- 
ferent ways; but, with a knowledge of what was operating in 
him, only one way was feasible. The writer pointed out to him 
that the very purpose of talking with him was to consult his wishes, 
and that the therapist never embarked on treatment without first 
discussing it with the patient. He was a little surprised, and solt- 
ened a bit, but nevertheless refused to accept therapy. He de- 
clared that he was not afraid of the treatment, but wanted to leave 
immediately so that he could get a good job. The possibility existed 
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that he was apprehensive. The writer, therefore, described the 
nature of the treatment to him, and discussed its potentialities. He 
was told that it was within his right to refuse the therapy; and he 
could gain his release, even without it, in the future; but the treat- 
ment itself did offer him greater possibilities of leaving sooner. 
If he refused treatment in the face of this information, the fact 
existed that he himself contributed to a longer stay in the hospital, 
and prevented himself from getting work at the earliest possible 
moment. When he remained adamant, the writer asked him to 
think it over, consented to return him to his ward, called a nurse, 


| and escorted him to the door. When his hand was on the knob, he 
hesitated a moment, and said, ‘* All right, I’ll take the treatment if 
. 

| you want me to.’’ He accompanied the writer to a room, and ac- 


cepted his first injection pleasantly, 

His whole attitude changed from that time forward. The next 
day, he could be trusted outdoors without fear that he would try 
to escape. During treatment mornings, he was allowed to sit up on 
a chair, walk about the ward, or smoke when he wished. In all, 
he received only 25 treatments. He received as high as 200 units 
in a single injection, and had but two very light comas. The rest 
of the time, he was fully conscious. When his attitude changed 
so rapidly the first day, the writer decided not to effect any comas 
at all, but merely to extend him the type of relationship that he 
needed. The two comas he did have came on rather suddenly, and 
he was taken out of them quickly. He became very friendly, and 
spoke about himself. At no time, was he uncooperative. He re- 
covered his former state of health, discussed his illness with good 
insight, and left the hospital one week after his last treatment. He 
had surrendered his delusions and no longer hallucinated. 

Where the patient is hesitant or apprehensive, reassurance is 
given, and he may be asked to give the treatment a trial, after 
which he may ask for it to be discontinued if he wishes. When the 
patient decides to take the treatment, the writer tells him that 
from this time forward he will be his doctor, that he will be glad 
to help him in every way with whatever problems may arise for 
him, that he is free to speak with the therapist in his office on the 
treatment ward whenever he wishes, and that when he is well, the 
therapist will be happy to release him. When the prognosis is 
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cood, the writer gives definite encouragement for improvement and 
parole. In all cases, though, the writer holds out definite hope and 
says that much, too, depends on the patient’s own efforts. 

The writer’s whole aim in the foregoing procedure is to give to 
the patient an active role in his treatment and improvement. Time 
is taken even with mute and catatonic patients to explain much of 
the foregoing before instituting treatment. When patients are ac- 
tively resistive, force is used, but not without explanation; and 
when such patients begin to improve, further necessary explana- 
tion is given. As a rule, comas are not produced for at least a 
week. This is to give to the patient an opportunity to accustom 
himself to the entirely new routine, and to afford better oppor- 
tunity for him to get to know the therapist and the nurses who at- 
tend him. He is prevented from seeing all at once the actions and 
treatment of those patients further along in their therapy. This 
can be managed by placing him in a single room, or by terminating 
his hypoglycemia a little earlier, if he is in a dormitory. Thus, 
as much as possible, he is saved the trauma of sudden introduction 
to the sight of patients in different stages of coma—a sight which 
is not very pleasant to an unaccustomed eye. 

The writer plays a very active role both in the physical and psy- 
chological attention given the patients. He either gives the insulin 
or is present at the time the patients are injected with insulin at 
7 a.m. Thus, the therapist can judge the condition of each, show 
he is present, ask each patient how he has been getting along or 
make what appropriate remark the doctor thinks is necessary for 
any particular patient. A patient who appears particularly 
troubled at this time is visited more frequently than usual during 
the morning to give him whatever help is possible. The ward is 
kept in semi-darkness and the patient’s eyes are covered to pro- 
mote relaxation and sleep. 

The writer frequently makes rounds to check each patient and to 
converse with those who wish it. Agitated and noisy patients are 
kept in single rooms. They, therefore, disturb others less, and can 
receive more individual psychotherapeutic attention from the doc- 
tor. This type of attention alleviates the patient’s fear of losing 
consciousness, since he knows the therapist is always at hand. This 
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too, is evidence of the therapist’s keen interest in his welfare. For 
a period of six hours a day, then, the doctor’s association with the 
patient is very direct. 

Above all, each patient is treated individually, not only differ- 
ently from the next patient, but also differently from the way he 
was treated the day before. For instance, if a patient has had a 
deep coma, with associated nausea and headache one day, the ther 
apist may lighten his treatment the next day with a short coma, or 
with none at all if the patient complains about his reaction, or is 
the type who is psychologically hurt by too frequent physical 
strain, (This lightening of the treatment is not because the writer 
thinks another deep coma would injure him physically.) In an- 
other case, the writer will decrease dosage or grant a rest day to 
a patient who has been improving and has been earnest in his co- 
operation, if he so requests. The rationale is that a reasonable 
request granted can do him more good psychologically than one 
more coma. The writer tries to keep in mind that this therapy is 
not easy to take, and would be a task for a normal person, too. 

The charge nurses are picked, not merely for their efficiency, but 
mainly for their natural ability to be friendly with the patients. 
They have responsibilities in keeping with their abilities, because 
much of the patients’ welfare and improvement depends on them. 
They are encouraged to read and learn. Student nurses, who enter 
the ward every few weeks, are lectured on the principles of the 
ward and the effects and purpose of the therapy, both from the 
physical and psychologieal standpoint. The watchwords are pa- 
tience’’ and *‘understanding.’’ They are asked not to be ‘‘charit- 
able from above,’’ but instead are placed on their mettle to estab- 
lish friendly relationships with the patients. They are taught the 
‘ardinal features of the schizophrenic’s personality, namely, the 
isolation, suspiciousness, and marked sensitivity, and that one psy- 
chological error on their part can cause more damage than comas 
‘an produce good. There is no uniform way to treat all the pa- 
tients; each is a person who must be treated individually, and ac- 
cording to the situation. The writer makes it clear that we are 
treating a particular person with a mental illness, rather than a 
mental illness in a patient. 
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The schizophrenic patient is especially sensitive and suspicious. 
lle is alert to every move the therapist makes, so that extreme pa- 
tience and understanding must be exercised in dealing with him. 
One act of thoughtlessness, or sign of irritation and misunderstand- 
ing, can set him back, sometimes irretrievably. On occasion, he 
may even test the physician’s real attitude toward him. He cre 
ates serious situations which the therapist must be quick to inter- 
pret correctly. 

The following case illustrates this point. After the completion 
of A, H.’s treatment, the writer interviewed her with an eye to 
finding out what exactly had helped her get well. Originally, he 
had felt the prognosis to be poor because she had been a typical 
hebephrenie tor 18 months before coming from a ward for the 
chronically ill. Yet, she suddenly began to improve midway in 
the course of therapy. Now she had good insight, was in surpris- 
ingly good contact with her surroundings, and anxious to resume 
her former activities. There was no evidence of her previous de- 
lusions and hallucinations. When the writer asked her at what 
point in the course of her treatment she began to improve, she re- 
minded him of the following incident. 

One morning as the writer approached her bed with the insulin 
she ** playfully’? struck his hand so that the syringe fell to the floor 
and broke. She smiled in her usual manner as she did this. She 
was neither resistive nor angry, so that the writer quite automati- 
cally felt she had some reason for doing this. He simply asked her 
what it was. She only shrugged her shoulders, smiled and said, 
‘Just so.’’ The writer merely took up another syringe, as though 
nothing unusual had happened, and she accepted the injection 
cooperatively. 

The exact significance of this incident was known only to the pa- 
tient at that time. Now, she explained to her physician. When 
she saw the manner in which he accepted her behavior, she thought 
‘‘here is someone who understands and wants to help me, and is 
really interested in me.’? From that time forward, she had hope, 
and felt she could get well. And in reality, she did get well. Up 
to date of writing, she has been making an excellent adjustment 
at home for more than a year. 
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specially when patients are going into coma, regaining con- 
sciousness, and eating, is the writer’s attention very close. At 
these times, the patients reveal their personality difficulties most 
clearly, furnishing clues for psychotherapy that can be immediately 
applied. One patient is extremely dependent, cries for help and 
clings to the therapist when coming out of coma early in the course 
of treatment. She is not pampered, or made to feel her helpless- 
ness keenly. Instead she is helped in the true sense of the word, 
with every respect for her sensitivity. As she sees that help may 
be obtained without having to plead tor it, she becomes more selt- 
reliant, and helps herself as the treatment progresses. This type 
of patient will have to be spoon-fed after coming out of coma. It 
is looked upon as a good sign when she begins to take and eat her 
own tood. 

Patients with ideas of poisoning are suspicious and self-deprecia- 
tory. ‘These will not eat, not only because they think the food is 
poisoned, but because they think they are undeserving and that 
they obligate themselves by eating. The psychotherapeutic at- 
tempt with them is to present and highlight their good features, 
and to make no demands from them on a give-and-take basis. As 
they see their essential worth, that they are deserving of food and 
health, and that there are people who are willing to help them 
without exacting anything in return, or mistreating them as a ree- 
ompense, they gain a sense of value and lose their extreme sus- 
piciousness. Mating then becomes easier for them, 

Some patients are antagonistic and overbearing in demanding 
food and privileges. They are, nevertheless, treated reasonably, 
until they finally see that their particular approach is not necessary 
to gain satisfactions. They then give up the unwholesome behavior 
and become more reasonable. Such patients, when treated with 
antagonism and irritability, will not improve with any amount of 
comas, 

In the case of H. N., a psychotherapeutic procedure was used 
with good effect. He was in double-restraint when first brought to 
the treatment ward, and fought bitterly against his injection de- 
spite painstaking explanations. When left alone he yelled at the 
top of his voice, demanding breakfast and tearing at his restraints. 
After a short time, the writer carried a cup of coffee into his room 
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and offered it to him, but he refused. ‘Che writer said he had 
brought it only because the patient had been asking for it, and left. 
The patient continued to be very noisy, and the writer entered his 
room again, this time offering him a cigarette. He accepted it, and 
patient and therapist sat and smoked for a while. This gave the 
therapist the opportunity to explain more about the treatment, the 
reason the patient had not been given breakfast and the general 
treatment aims. The patient then remained quiet. After an hour 
he said he was very hungry. ‘The writer offered him food, and 
freedom from the restraint so that he could eat by himself. At the 
end of the morning he was pleasant and cooperative, walking back 
to his quarters without camisole. 

Although this was not the last of his disturbed behavior, it was 
the worst. He could be-handled more and more easily with similar 
procedures as the treatment progressed, and he made a good im- 
provement. He became more friendly and reasonable in his de- 
mands, despite the fact that he remained somewhat deluded. While 
it is true that this patient had comas in the course of his treatment 
lis improvement antedated them. The keystone of success in this 
case was the rational relationship that developed between patient 
and therapist. 

Patients may improve before phase two of the treatment, or the 
coma stage, while others may not until deep comas are produced. 
The writer has seen too many patients improve without production 
of comas, however, to believe that comas alone produce the desired 
effect. The therapist must be in constant contact with the patient, 
and acutely aware of his mental status from day to day, ready to 
vive him necessary psychotherapy. He must anticipate the pa- 
tient’s problems, reassure him when necessary, or give him particu- 
lar responsibilities when he is capable of fulfilling them. These 
tasks should involve the patient in contact with other people. When 
accomplished, they serve as encouragement and renew the patient’s 
faith in himself and the degree of his improvement. 

Paroling a patient at the right psychological moment is very im- 
portant. It can only be done correctly when the patient is observed 
closely. Sudden and unexplainable relapses in patients, who are 
doing well and are refused release until more treatment is given, 
can be laid at the door of the denied parole. Or, to put it another 
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way, the relapses are due to the therapist’s zeal to give a set num- 
ber of comas and treatments, as if there really were such a thing as 
a set number. 

Here are two case illustrations to emphasize the importance of 
paroling patients at the correct moment. A schizophrenic woman 
of 22, who had a previous attack two years before, came for treat- 
ment seven months after the onset of her second attack. She was 
deluded, hallucinated, and emotionally inappropriate. The prog- 
nosis did not look good, but she started to improve almost imme- 
diately, and became a model patient by the fourth week of her 
treatment. The writer had told her she would be released when 
she became well. Ilowever, when she asked to be sent home at the | 
end of the fourth week, he refused her request. That very afternoon 
she became upset and had to be removed to a disturbed ward. Need- 
less to say, the next morning the writer was apologetic, and ex- 
plained his position more thoroughly, saying that he had only 
meant for her to have the usual course of therapy after which she 
would definitely go home. She began to improve, thereafter, and 
was paroled following her forty-fourth treatment. She has been 
out for eight months at the time of this writing. The writer still 
feels, however, that she would have done just as well had he re- 
leased her when she asked originally. 


The next patient profited by this experience. She was a paranoid 
schizophrenic of 31, who had had a previous attack four years be- 
fore. She came for treatment six months alter the acute onset of 
her second episode, At this time, she was deluded and hallucinated. 
She consented to take the insulin injections, but objected to them 
when their real nature became more concrete to her. She improved 
a little, but took a definite turn for the better after the first coma, 
which was produced by the twelfth injection. A coma was effected 
on each of the three sueceeding days. In all, she had 16 injections 
of insulin with only four comas, but when she insisted that she was 
well, and in an interview showed herself to be so, the writer ter- 
minated the treatment at her request. Two weeks later, she left 
the hospital. She has been on parole seven months, and is back at 
her former employment. 

These and other similar experiences have determined a definite 
policy. The number of treatments any one patient receives de- 
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pends on the rapidity and stability of his improvement, as well as 
the home conditions to which he will return, rather than on any 
set formula. To aid the writer in this policy, he encourages pa- 
tients to keep up good contacts with their families and friends, and 
sees relatives frequently to discuss individual problems and_ to 
gather further information. In this way too, the writer can form 
an opinion of the relatives who will care for the patient later. If 
they are good and understanding people, he can afford to shorten 
his own contact with the patient, but if not, he tends to lengthen it. 

Ii one believes that the physiological changes produced by in- 
<ulin are the essential cause of improvement, it must be disturbing 
indeed to see cases of short duration fail to improve even with the 
most intensive treatment. We have all seen schizophrenics go 
down hill despite long courses of treatment with many and deep 
comas. One may attempt to explain this away by saving that too 
little or too much physiological change was produced. However, the 
creat number of patients who relapse after improvement, and there- 
fore, supposedly, after the correct amount of physiological change, 
inust make one look further for explanation. The writer’s own feel- 
ing is that these patients who fail to improve are psychologically be- 
vond ‘treach”’ by the therapist in the interpersonal situation, Thus, 
R. K., a young girl of 20, a schizophrenic for 18 months, received 
inost intensive and prolonged treatment, with several lnprove- 
ments and relapses during it; she became worse when not allowed 
to go home, but then improved a little; finally, when it was thought 
she was able to go home and she was told so, she immediately re 
lapsed to her former state. Why?) Was she a ‘thopeless case?”’ 


) 


Did she have unalterable organic changes? The writer thinks not. 
In this case, as with others of a similar nature, the therapists were 
unable to ‘‘reach’’ the patient psychologically because she had 
withdrawn beyond their human grasp. One need not feel, however, 
that such failures will always be. One can say only that the pres- 
ent techniques for ‘‘reaching’’ such patients, for interesting them 
once more in human relationships rather than fantasy-life, need 
further development. 


APRIL—1944—-B 
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Delusions and hallucinations do not disappear because the physi- 
ology of the brain has been changed with hypoglycemia. Some 
therapists think that patients repress psychotic manifestations to 
avoid further treatment. While it is true that some patients may 
consciously deceive the psychiatrist to avoid therapy and to get 
home, the writer believes that in legitimate improvements quite 
another thing happens. Psychotic manifestations really become 
unnecessary to the patient as he reestablishes good interpersonal 
relationships with those who treat him. He no longer needs psy- 
chotic manifestations to gain security or to help him in a now- 
needless withdrawal from society. In like fashion, one may explain 
the disappearance of neurotic symptoms during analytie treatinent, 
in which no physiological changes are produced. 

Insulin treatment offers a wonderful opportunity for psychother- 
apy. In hospital practice it is the only procedure that affords such 
prolonged contact between patient and doctor. The things that dis- 
turbed the patient in his everyday contacts and eventually pro- 
duced the psychosis can be unearthed, studied and corrected only 
in a lengthy relation with the patient. This, more than anything 
else, the therapeutic situation affords us. It is of this that we 
must take more and more advantage. The writer would venture 
the guess, that if as much time were devoted in the next 10 years 
to the study of interpersonal relationships existing between the 
therapist and patient, and to psychotherapeutie factors, as lias 
been devoted to statistics and physiological studies in the past 10 
vears, the growth of our psychiatric knowledge and effectiveness 
would be greatly enhanced. It may very well be, however, should 
we continue in the future as in the past, that the fine instrument 
Manfred Sakel gave us will prove to be a hindrance rather than a 
stimulus to psychiatric progress. 

In conelusion, the writer would say that he has touched only 
lightly on the subject of psychotherapy during insulin treatment. 
This is due to more than just the limitation of space. Relatively 
little work has been done in this vast sphere of psychiatry. As such 
work is accomplished, the psychological etiology of schizophrenia 
will unfold. We will then be on the high road to prophylaxis—our 
ultimate goal in psychiatry. 
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ADDENDUM 
The Role of Insulin as a Medicine* 


The exact role that insulin, as a medicine, plays in the treatment 
procedure is unclear to the present writer. All therapists know 
the physiological effects produced by insulin; but has any or enough 
work been done to show that these effects produce improvement in 
mental disorder? Has it, perhaps, been taken for granted that be- 
cause physiological changes are produced they alone are curative. 
The writer suggests that just this has been done under the influ- 
ence of past medical tradition. But it may not be correct to apply 
the rules of organic and physical medicine to functional and psy- 
chological illnesses, 

Too many patients get well without treatment, and too many fail 
with insulin treatment, for us to be dogmatic at this stage. The 
writer, therefore, takes the approach, and so states in this paper, 
that the interpersonal aspect of the treatment is an important one, 
psychological and, thereby, psychotherapeutic. This aspect, how- 
ever, has been grossly neglected. It may vet, the writer believes, 
turn out to be the most important feature of the treatment. At any 
rate, at present, it should have much more attention and study. 
The physiological approach, of course, should not be neglected, but 
it certainly should not be overemphasized to the pomt where it 
crowds out serious consideration of the psychological factors, es- 
pecially since we are dealing with psychological or functional 
illness. 

The mass of the present insulin literature accounts for improve- 
ment on a physiological basis; and the present writer’s emphasis 
on the psychotherapy involved in insulin treatment is in the face 
of this trend. He would say, however, that he does not think and 
does not mean to imply that insulin is a placebo. He would raise 
the question, nevertheless, as to whether another drug which pro- 
duced deep sleep for a few hours, without lowering the blood sugar 
level, and which would thereby permit the therapist to follow the 
same treatment-procedure as is done with insulin, would not pro- 


*In personal correspondence with the editor, Dr. Gralnick amplified his views on the 
réle of insulin as a medicine or physical agent in the treatment. His discussion proved 
to be so clear and so pertinent that the editor is adding it to his paper at this point as 
an important contribution to the subject of insulin therapy. 


196 PSYCHOTHERAPEUTIC ASPECTS OF INSULIN TREATMENT 


duce the same therapeutic results. It is the treatment-procedure, 
with its many psychotherapeutic aspects, which is as important as 
anything else. 

If the writer were to assign any specific réle to the insulin as a 
medicine, he would say the following. Insulin produces effects in 
the patient which set the stage for a very special type of interper- 
sonal play. The changes produced in the patient, as well as the 
fact that he is receiving treatment, have a special meaning for the 
patient. In his own special role, the therapist aims for and achieves 
a good relationship with the patient, under the conditions of the 
treatment; he strengthens the patient psychologically and emo- 
tionally, and a therapeutic effect is accomplished. When the pa- 
tient will not or cannot establish a good relationship with the ther- 
apist, even under these highly specialized conditions, the insulin 
treatment fails. 


Central Islip State Hospital 
Central Islip, N. Y. 
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THE DRAWINGS OF AN ADOLESCENT GIRL SUFFERING FROM 
CONVERSION HYSTERIA WITH AMNESIA 


BY MARGARET NAUMBURG* 


I. 

This paper will consider a series of abstract chalk drawings done 
by a 15-year-old girl of Italian parentage, who will be designated 
as Maria C. Her condition was diagnosed at the New York State 
Psychiatrie Institute and Hospital as conversion hysteria with am- 
nesia. Her drawings have significance from several viewpoints. 
As related to the psychotherapeutic treatment, they show a close 
parallelism to the problems dealt with by the psychiatrist. As ex- 
amples of an original and symbolic use of both color and abstract 
form, they throw light on the behavior pattern of the patient’s ill- 
ness and disclose the presence of recurrent archetypal symbols, of 
which the patient remained completely unconscious. 

Before discussing both the conscious and unconscious material 
presented in Maria C’s drawings, it should be made clear that al- 
though all her pictures are abstract in design, she never showed 
awareness of or interest in any modern abstract art that might have 
influenced such compositions. Her concept of art had, in fact, been 
conditioned by vears of formal public school art teaching which 
consisted of nothing but tracing and copying. Therefore she came 
to the introductory art session declaring that she disliked art and 
could not draw at all. Only when this patient began to realize that 
art was not a mechanical process but a spontaneous means of ex- 
pression, did she turn with interest to the box of colored chalks. 
The moment she saw the vivid tones she responded with: ‘*I love 
color. But I don’t like browns. I never get any clothes like that.”’ 

Maria was known to be fond of dancing and was recognized as 
a passionate ‘‘jitterbug.’? I’m erazy about dancing,”’ she admit- 
ted. She was therefore made aware in the art class that her inter- 
est in dance rhythm could be related to such rhythm as was also to 
be found in the color and movement in a painting or design. With 
a love of color and a feeling for rhythm in bodily movement, the 


*Volunteer art project research assistant, New York State Psychiatric Institute and 
Hospital. 
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problem was to make Maria transfer expression of her own emo- 
tional states to paper. 

Asked whether she was subject to any sudden variations of mood, 
she replied: should say am.’’ Could she find which colored 
chalks might express her happy feelings? Her answer was to se- 
lect without hesitation a vivid red, strong yellow, bright green and 
gay blue. These were then set aside in one pile. When asked to 
choose colors to suit a sad or depressed mood, she immediately se- 
lected black, gray and tan shades. These were the three colors that 
she had previously stated she especially disliked and would never 
wear. 

The possibility was then presented to the patient that pictures 
could be created from such color combinations to express either her 
joyous or her depressed moods. She was intrigued with this sug- 
gestion and eager to experiment. When asked to decide whether 
the first picture would represent a sad or happy mood, she said, **! 
feel happy today, so now IL’ll use those colors,’’ pointing to the 
| bright ones. 

It would have been natural that any preliminary efforts at free 
expression, attempted by a 15-year-old girl, who had, up to that 


time, only copied or traced pictures, would be somewhat stilted. ' 
Iler immediate response and her quite free and original use of | 
color and design came sooner than the writer anticipated. } 


At the first session, a few suggestions were offered as to ways 
of using the colored chalks. She was shown how quality of color 
or of line could be changed by the use of the broad edge or fine end 
of the chalk; also different methods by which contrasting colors 
could be mingled or overlaid. She was then encouraged to experi- 
ment with the use of a practice-sheet of paper to try out color 
schemes or ideas. She then drew her first design on a small sheet 
of paper. 

Her initial use of abstract design had not been expected. Nor 
was it anticipated that, having begun in this way, the patient would 
continue making abstractions without introducing concrete or real- 
istic subjects in any of her 45 drawings. 

Although Maria remained in the hospital for eight months, it was 
only during the last period of her treatment that the writer was 
able to carry on any regular art work with her. The sequence of 
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these designs, done during seven sessions which ranged from an 
hour to an hour and a half in length, emphasize the eyelic charac- 
ter of the patient’s behavior, and bring out the nature of her funda- 
mental conflicts with her home environment. flers is the history 
of a modernized American-Italian girl whose life was blocked by 
the severe old-world discipline of her Italian parents. In the course 
of treatment, the patient became aware of how her ammesia was an 
escape from her painful conflict with her parents; and, in moments 
of depression, she went so far as to threaten to escape again into 
such a state. Before considering in detail the meaning and signifi- 
cance of the drawings that correspond to various phases in the pa- 
tient’s treatment, a brief clinical summary of the case, as reported 
by Wilburta Daltroff, M. D., the psychiatrist in charge, will be 
given. 


II. Case History 
Brief Statement of the Problem. 


The problem is that of a 15-year-old Italian-American girl who started 
for school on September 14, 1942, failed to arrive either at school or at home 
after school. She was loeated at about 6 o'clock that evening by the police 
at a local large general hospital where she had been taken following the 
discovery of her lving beside the road in Central Park. Upon arrival at the 
hospital, she was unable to give any details in regard to her identity. The 
patient remained at home for one week and was then admitted to the New 
York State Psyehiatrie Institute and Hospital, at which time she had re- 
covered some of her memory, but continued to show marked defects. In 
this hospital her behavior has been extremely evelie in character. At times 
she is elated and euphoric; at other times markedly depressed. There has 
been complete recovery of her memory with only a few exceptions. 


Family History. 


The family on both sides were Italians, middle-class, with no history of 
mentak or organie disease. The father is a barber, exceedingly steady in 
his habits and fond of his family. The mother is a typical Italian mother, 
overly protective and solicitous regarding her child. Both parents express 
their willingness and desire to cooperate; but, due to their background, it is 
hard for them to accept their child as a normal American girl who is able 
to take care of herself. The mother invariably speaks of the child as ‘*my 


Maria,’’ and will cooperate as long as it does not interfere with her stand- 
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ards of living. There is one brother aged 12, who is deseribed as a normal 
healthy boy. The collateral lines are negative for mental and nervous dis- 


orders. 


Personal History. 


The patient was a wanted child, born 13 months after the marriage of 
her parents. The child was a healthy baby but was always a poor eater 
and often vomited if forced or urged to eat. The mother was often told 
by the doctor that she was too fussy about the baby and was urged to exert 
less pressure on the child. There was a tonsillectomy at the age of seven, 
no other severe illnesses. The patient began school at the age of six and 
one-half vears, was sent to a parochial school which she disliked intensely. 
However, she attended regularly and always did acceptable work. She al- 
ways had many friends, both boys and girls. Menstruation began at the 
age of 14. There seemed to be no untoward effect, but there had always 
been some pain and the menses have lasted for as many as eight days. 

The mother has always eautioned the patient with sueh admonitions as 
the following: ‘‘ Maria, vou must be careful; don’t let boys come too near 
vou; be lady-like.”” The patient had been required to be home each night 
by &:30; and if a movie was attended, she was required to sit on the ehil- 
dren’s side, the mother even going to the extent of asking the matron at the 
movies to notify her if this procedure was not carried out. The patient has 
always been sensitive and easily hurt by slights of her girl friends. Three 
weeks prior to her present illness, she came home and cried throughout the 
night later telling her mother that it was due to a quarrel she had had with 
one of her friends who had criticized her for not being allowed to stay out 
later at night. 

The patient had never been allowed to wear any form of make-up in 
spite of the fact that all her friends used lipstick and rouge. For the past 
six months, the patient had complained of dizziness. Three weeks prior to 
admission, the patient bumped her head, following which she complained 
of shining images before her eves and was not able to move for a short 
period. There was no loss of consciousness. Two days before the onset of 
the present illness, the patient complained of a feeling of cloudiness in her 
head. She has attended school regularly, was popular with her teachers and 
schoolmates, at the present time is in the second year of high school. 


Previous Attacks of Mental Disorder. 


The patient had no previous attacks of mental disorder. 


MARGARET NAUMBURG )] 


Onset and Symptoms of the Psychiatric Disorder. 

On September 14, the patient left her home for school. When she did not 
return at the expected time, the police were notified and at about 6 o'clock 
that evening she was located at a local large general hospital with a complete 
amnesia for all events prior to the time that she was picked up in Central 
Park. She had walked from her home in the Bronx to 90th Street and 
Central Park. This was evidenced by the eondition of her shoes which were 
completely worn out when she was located. The patient remembers noth- 
ing of her wanderings except that she had the urge to walk and that she 
wandered in and out of many large stores on the trip. 

Examination at the hospital failed to show any evidence of attack or any 
physieal abnormalities. She remained at home for one week, the first three 
days of which she slept almost continually. Due to her failure to improve, 
she was brought to this hospital on September 22, 1942. At this time, she 
remembered all events following the fourteenth of September, but only 
those things prior to that time whieh had been related to her by her family 
or friends. She did not feel any close relationship to members of her fam- 
ily and aecepted her mother and father as such, only beeause she had been 
told they were her parents and it seemed the proper thing to do. She was 
cooperative, pleasant and at this time showed no evidence of any mental 
condition except the amnesia. 

Physical Status on Admission Including Laboratory Findings. 

Physical examination showed a well-nourished white girl of 15 vears, as- 
thenie habitus, no evidence of any pathology. The eleetroeardiogram 
showed a normal rhythm, rate 80 per minute; no abnormal complexes. The 
clectroenecephalogram showed a record that might be considered an immature 
one, or one suggestive, in a mild degree, of a convulsive type of pattern. 
The Wassermann was negative. Blood chemistry and blood count were 
normal. Urinalysis was negative. X-ray of the chest showed no abnormal- 
ity. On September 29, 1942, a basal metabolism determination showed 

21.8 per cent, —13.2 per cent and —9.&. per cent. Due to the apparent 
difference in this test from the impression of the examiner, a second test 
was requested: This was done on November 2, 1942, the results being —5.5 
per cent. Due to the close check-up on these two tests, it is evident that 
the patient's metabolism is within normal! limits. The X-ray of the skull 
showed no evidence of pathology. 


Mental Status on Admission. 


A psychometric done on October 6, 1942, showed the patient's I. Q. to be 
87 with her performance 83.* It is possible that the amnesia present at 
*Recent I. Q.—10 points higher—93. 


202) DRAWINGS OF A GIRL SUFFERING FROM CONVERSION HYSTERIA 


this time lowered the test tosome degree. The attitude and general behavior 
during the test were excellent. The stream of mental activity was normal in 
every way. The patient was unable to tell of events that had happened prior 
to her illness, but was clear and concise regarding recent events. The emo- 
tional reaction, affect and mood, were normal. The mental trend was also 
normal. The patient was aware that the parents had been overly severe 
with her and blamed her present condition, to a marked degree, upon con- 
flict over this. Her sensorium, mental grasp and capacity, were all good 
except for remote memory. The patient showed a poor ability to do prob 
lems in arithmetic and when pressed, beeame confused and gave any an- 
swer that occurred to her. Her sehool and general knowledge were fair. 
Some of the answers were obviously tinged by her loss of memory. Her 
insight and judgment were good. Her intelligence was average for her age. 


Progress and Treatment During Hospital Residence. 


When the patient first entered the hospital she was hypnotized by the ex- 
aminer with ease. During her hypnosis, she recalled many events of the 
past and upon instruction from the examiner, she retained these memories 
after her session. On October 1, an attempt was made to give her sodium 
amytal intravenously for the purpose of obtaining any subconscious mate- 
rial that might be present. After the injection of less than one gram of 
sodium amytal, she became markedly hysterical, cried, threw herself on the 
floor, and for the first time expressed her feelings in regard to her parents 
At this time she said: ‘‘I don’t want to go home. Why should I go home? | 
was never allowed to do anything that I wanted to when I was there.”” The 
next day she apologized to the examiner and expressed her willingness to 
cooperate if another attempt was made to give her sodium amytal. The 
second attempt was successful in the administration of the drug, but pro- 
dueed no additional information. After the episode of October 1, the pa- 
tient’s behavior changed markedly. She began to present cyclic swings of 
mood with periods of elation, euphoria and cooperation, alternating with 
periods of marked depression and refusal to take part in any of the ward 
activities. 

At this time, she expressed her extreme fixation upon the examiner and 
all attempts to hypnotize her failed. At one time when she was being hyp- 
notized, she suddenly asked how the examiner expected to hypnotize her 
when she was seething inside. On several occasions, she has refused to go home 
for the week-end and one week-end upon her return to the hospital from 
home it was necessary for the examiner to be called to the ward to talk to 
her regarding the extreme depressive state which she was in. She fre- 
quently refuses to go to school; and, although she will go if urged by the 
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examiner, her work on these days is so poor that the time in school is 
wasted. The patient has felt that there may be periods of short duration 
in between her two moods in which she is in a dazed condition. She has 
never been observed to have any form of petit mal nor did carotid pres- 
sure produce any change in the patient. 

Subsequent Course. 

During her stay in the hospital the patient had variable moods, with ex- 
tremes of depression alternating with phases that were almost hypomanic in 
degree. During her interviews with the examiner, her moods often shifted 
from one extreme to the other. There were periods of as much as five weeks 
when the patient refused to go home for week-end visits. Following the long- 
est period of this type—which lasted during the month of February and part 
of March, 1943—the patient asked, on March 16, to see the examiner for an 
extra interview. At this time, she suddenly revealed the fact that she felt 
her hesitanev in going home had been due to the fact that she was overly 
fond of her father and jealous of her mother. She further stated that she 
felt her main reason for being fond of one of the boys with whom she was 
going was due to his resemblance to her father. Following this interview, 
the patient remained in a mild depression for several days and then asked if 
she might be allowed to go home for a visit of one week. This request was 
allowed, and the patient came back reporting that she had enjoved her visit 
and telt better, that her parents were beginning to understand her and 
were in sympathy with her. 

Psychotherapy with this patient has progressed steadily and consistently 
since her admission into the hospital. She has used varied forms of com- 
iunieating with the examiner, including a type of free association using the 
typewriter as the medium. She has written many letters, each bringing out 
problems that were uppermost in her mind. One week before this report, 
she suggested to the examiner that she be allowed to live at home and con- 
tinue her treatment because she felt that she was being limited by the con- 
stant association with the one group of people with whom she came in con- 
tact. At the present time, the amnesia has cleared up completely ; and as 
her request was considered logical, she was discharged from the hospital 
with the understanding that she was to return for school daily and for regu- 
lar psychotherapeutie sessions with the examiner. She was discharged May 
20, 1945, condition much improved. 


Ill. Descriprion or First Two Arr 
THE FIRST SESSION 


The essential quality of Maria C.’s drawings will be more clearly 
grasped if a detailed description of her work during the first two 
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art sessions be given. This will be followed by a description of 
the evelic character of her drawings, a review of the color symbol- 
ism and archetypal forms employed and finally an analysis of the 
subject matter covered in these designs. Nine small chalk draw- 
ings were made during the first hour, in rapid succession. She 
chose to begin with two successive attempts to express happiness, 
These she drew with sweeping swathes of bright red, blue, vellow 
and green that mingled and crossed one another in rhythmic pat- 
tern. The first drawing showed a rich and intense use of color. 
This was followed by a more luminous and delicate design, aspir- 
ing in mood, and filled with an upsurge of color. As the drawings 
developed, it was evident that a rising rhythm accompanied a con- 
structive and mounting mood, while a downward swing always went 
with depression or negation of life. 


With the achievement of these two ‘thappy’’ designs, Maria an- 
nounced, ** This is lots of fun.’’ 


She was now ready to try to cre- 


| ate the opposite mood with her black and brown chalks. She had 
| clawed the air with her fingers, releasing sudden and intense emo- 


tion, before drawing a depressed state. Seizing the black chalk, 
she then slashed furiously at the paper, making a series of rhyth- 
mic, black down-strokes; to these, she added a mass of terra cotta 
brown, which she immediately overlaid with curved and rhythmic 
black lines. To this picture she gave the title ‘‘Vile.”? ‘*That’s 
just how I feel,’’? she announced. The destructive emotion released 
in both gestures and drawing was excessive. She was therefore 
asked when it was drawn whether that mood was completely ex- 
pressed. ‘*No, | want todo another.’’ This next picture, done only 
in black chalk, she also called ‘*Vile.’’ In it, the charge of emo- 
tion had diminished, the lines were more delicate and its rhythm 
moved upward in flower-like pattern. With this release, the pa- 
tient placed the two pairs of these designs, the happy and the de- 
pressed states, before her, for consideration, 

She was now asked to recall some actual event which had caused 
her to feel depressed or angry. ‘The last time I felt like that was 
when [ went home, a couple of weeks ago. I came home from a 
party with a boy friend of mine from the hospital and it was 3 in 
the morning. My father was standing in the street waiting for me. 
He slapped me in the face. I was awfully upset and embarrassed 
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before my triend. And then when we got inside I sereamed and 
vot hysterical and all the neighbors heard. I haven’t been home 
since then.’’ 

‘The next two drawings of the series dealt with this experience. 
The patient was asked to focus her attention on the recollection of 
the moment when her father had struck her. Immediately, she 
seized the black chalk and made sudden jagged lines which she sup 
plemented with streaks of red. But one design was not sufficient 
to release all the pent-up feelings associated with this crisis. So 
she chose to make vet another picture on the same theme in the 
same two colors. For the drawing of her hysterical attack, Maria 
was then asked to close her eyes and recall the exact moment of 
that experience. Adding a purple chalk to the red, she then drew 
a somewhat chaotie and shrill design which was surprisingly ef- 
fective in transmitting a sense of hysteria. 

A corroborative note concerning this same episode from the psy- 
chiatrist’s notes follows: 

‘*Three weeks ago the patient returned from a party at an hour 
whieh her father thought unreasonable. Ile was waiting in front 
of the apartment for her and slapped her in the presence of the boy 
with whom she had gone to the party. Following this she had hys- 
terics and informed her parents that she hated them and did not 
intend seeing them again.’’ 

The patient now became enthusiastic about her newly-discovered 
ability to express her own feelings through chalk drawings. Her 
evident ability to express her own moods led to the suggestion that 
she should now select and draw whatever mood she wished for her 
next picture, without describing it in advance. The writer would 
then attempt to guess what the drawing meant. The patient was 
ready and eager for this experiment, selecting brilliant tones of 
yellow, orange, scarlet, green and blue, she swiftly made a picture. 
Its pattern stemmed upward from below, spreading open at the 
top of the page. A bright coral-like red spray reached out from 
the left side of the design, and a V-shaped angle of deep blue cut 
up across the center of the paper, while a mass of moving yellow, 
orange and green flowed upward from below. There could be no 
doubt of the elation expressed in the tense brilliance of this pic- 
ture. The patient was pleased that the intended mood of her de- 
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sign had registered and said, ‘* Yes, that’s when I’m high.’’ Un- 
willing to end the first session with this picture, the patient chose 
to make a final drawing. (Design 1.) By its balanced pattern, one 
side black and the other vivid colors, it le!t no doubt that it was an 
expression of the two opposing aspects of the patient’s behavior, 

In the lower right-hand corner, a triangular section was {filled 
with broken black lines; and in the lower left-hand corner, a similar 
triangle was covered with multicolored lines of green, blue and 
orange. In the center, appeared again an upward-growing form 
that stemmed from a narrow baseline and expanded as it rose, into 
broad bands of alternating orange, black, red and green. Maria 
was delighted that the writer understood that she meant to ex- 
press, in the central movement of the design, the mingling of the 
various aspects of hersell. 


THE SECOND SESSION 

‘he second series of pictures was drawn by Maria two weeks 
later as she was recovering from the effects of a severe cold. On 
this day, she said that she now felt well and free from depression 
for the first time. It was difficult for her to get started with the 
chalks. Then, as at other times when she showed severe blocking, 
it was necessary to get the patient to talk about herself and her 
problems in order to uncover material that she might eventually 
translate into pictures. Queried, concerning her illness, she spoke 
of her blue and foggy state while still in bed, and of how this was 
followed by a black depression. The writer asked whether she 
might wish to experiment with expressing such moods in pictures. 
She was ready to try and two somewhat tentative designs in lines 
of faint gray followed; in the second drawing, thread-like red lines 
mingled with the gray ones and were identified as signs of the re- 
turn of thought after illness. They were psychologically signili- 
‘ant, but showed no artistic realization in either form or color, 

In the next drawing, came expression of Maria’s intense release 
from depression on the first day out of bed. Here, then, the pa- 
tient began to touch on her inner problem. She volunteered for 
the first time: ‘*Then a lot happened. I felt very depressed, and 
then I had a shock when I realized certain things. And I called 
for my doctor.’’ 


Desigus 
We i} ‘ st Ll the 
‘ s 
lL OPPOSING 
‘ 
‘ 


2, «*T. FEEL LIKE THAT AFTER SEEING MY DOCTOR. HAPPY OR 
DEPRESSED 
Another similarly svmmetrieal tree-like pattern. The upward reaching black lines are 
interspersed with vivid gold, scarcely visible in’ this black and white photograph. 
The patient comments on this drawing: **1 generally feel like that after seeing my 
doetor. Happs or depressed, but even in TN depressed moments I always feo] 
everything is going to turn out all right. The central bright vellow is how L feel 


right now.’’ 


Tree or Flower-like Forms—I easing Two Aspects of the Self 

4 

3" % 
or 


| 


MARGARET NAUMBURG 207 


The patient did not at this time refer to the nature of this shock, 
which the writer learned later from the psychiatrist concerned her 
dawning realization of an over-attachment to her father and of her 
jealousy of her mother. She had no difficulty in beginning the pic- 
ture with a mass of heavy black lines for depression, ** But how,”’ 
she asked, **shall T make shock?’’ Encouraged to experiment, she 
decided on some vivid orange-red gashes, flung across the right side 
of the page in lightning-hke streaks. ‘*This red is the shock, the 
black is how I felt before the shock.’’ 

Just two days before drawing this picture, the patient had spoken 
to the psychiatrist in a way that will show more specifically her 
dawning realization concerning the nature of her Oedipus complex. 
In other pictures and in some conversations with the psychiatrist 
and the writer that will be introduced later, the clarification of her 
relation to her parents will be traced in more detail. 

Two days before drawing this picture of shock, Maria had said 
to her psychiatrist: 

‘*Even though my father is my father, | know so little about him. 
| was sitting at lunch with Georgio today. (This is a patient in 
whom she has been particularly interested at the hospital and 
whose relationship to Maria is shown in many of her later pictures. 
lle was the boy-friend present when the father struck her.) [T was 
thinking of my father all the time. As a rule I don’t feel uneasy 
with people, but I always do with him. I get along all right with 
inv mother. I actually felt like screaming this afternoon when 
Georgio put his arm around me. I didn’t want him to touch me. 
At times like this I lose interest in things I really like. Today | 
hate jazz. JI even hate to comb my hair. Do vou know I actually 
feel like | was losing my mind? Something is worrying me and I 
can’t find out what it is.’’ At this point the doctor asked her if 
Georgio reminded her of anyone. ‘* Yes, Georgio reminds me of 
ny brother and my brother reminds me of my father.’’ This com- 
ment has an added interest because Georgio is also the name of 
Maria’s brother, though she never mentions this added point of 
identity. 

After explaining how shock had brought realization, Maria also 
told of the fright that followed, as she considered speaking to the 
doctor about it. The possibility of using this fright as a theme of 


| 


208 DRAWINGS OF A GIRL SUFFERING FROM CONVERSION HYSTERIA 


the next picture was envisaged. To find colors for this, was more 
baffling than anything yet attempted; but finally white, tan and 
pale vellow were chosen as descriptive of a state of fright. ‘* It’s 
difficult to express and I’m still not clear.’? So the subject wa 
dropped for the time being. When, however, it came up again, 
some weeks later, it was again rejected under slightly different 
circumstances. Hlow this theme of fright is related to various as 
pects of the patient’s anxiety will be made clear in the last section 
of this paper. 

**T want to do something bright now,’’ suggested Maria: so she 
chose magenta, turquoise blue, cobalt, vellow, scarlet, orange and 
green. Without further need of encouragement, she drew a scarlet 
parabola cutting a turquoise blue are across a space of undulating 
magenta, gold and orange. ‘*That’s how I feel when I’m happy. 
Sut it’s kind of mixed up.’’ She was not satisfied and chose to 
try the same color scheme in another picture. In this design, the 
lower part showed a succession of curving colored bands inter- 
spersed with black. ‘*That’s the way Ll’ve been feeling lately. 
Sometimes happy, other times depressed, blue or foggy. Then 
happy again.’’ 

Above the denser colors, Maria had drawn a series of radiant 
shafts of magenta, turquoise, gold and dusty pink, rising upward 
across the page. ‘*This upper part, she explained, is when I’m 
happy and clear, just glad to be alive and young. This picture ex- 
presses both sides of me.’’ 

Kor the last picture of this second series, the girl volunteered, **1 
feel like doing it in vellow and black. I don’t know why.”’ (Design 
2.) When the pattern was finished, it again sprayed open from 
a narrow center at the base of the page. The expanding, upward- 
flowing, black lines were interspersed with streaks of yellow. The 
upper center of the design expanded into a rising spread of gold. 
‘*T generally feel like that after seeing my doctor. Happy or de- 
pressed, but even in my depressed moments, I always feel every- 
thing is going to turn out all right. The center bright yellow is 
how | feel right now.’’ 

The first two art sessions, in which Maria had begun to express 
herself spontaneously, have been described in detail, so as to give 
a definite picture of the way in which these abstract drawings 
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evolved. This commentary seems necessary as a substitute for the 
actual presence of all the pictures. The manner in which these 
early designs came into existence, may suggest how the patient was 
cradually developing her own coherent use of symbolic color and 
form as she grew more articulate. There is also evidence here of 
the way in which the subject matter of these drawings was related 
to the most intimate personal problems of the patient’s adjust- 
ment. It will now be necessary, however, to examine the eyclic 
character of this patient’s work before giving a more careful con- 
sideration to the symbolic levels of their expression. 


IV. THe Cycuic CHARACTER OF Maria’s Drawincs 


The drawings, already described, confirm the description by the 
psychratrist of the cyclic character of this patient’s behavior. Maria 
constantly showed her awareness of this rapid alternation of mood 
in the spontaneous remarks that she made at various times about 
her own work; often she announced, before beginning to draw, ex- 
actly what she proposed to express; at other times, she offered a 
running commentary as she proceeded; on some days, she would 
review an entire series of pictures at the end of an art session and 
then explain exactly what they meant to her. Besides the pendu- 
lum-like swing of her moods, the patient also realized, in some of 
her designs, aspects of the changes taking place in her own de- 
velopment under treatment. 

After some weeks of art work, she proposed making a picture 
that would include not only one extreme of her emotional change, 
but the entire gamut of her cyclic behavior in one design. For 
this, she chose, for the first time, a sheet of black paper. Iler 
drawing, she explained, would show how one of her depressions, 
symbolized by the dark background, moved upward with increas- 
ingly vivid colors, until she reached one of her **high’’ states, and 
then would show how she sank back again in descending tones, until 
she returned to the depressive state of the black paper. Ilere are 
her comments as she worked on this drawing: ‘* From the black it 
goes to gray. White, I feel peaceful with everybody then. Then 
bright blue, happiness, then orange. Yellow when I feel wonderful. 
Even when I start to get gray, there’s a streak of ‘high’ near, 
places of yellow between all other colors.’’ She drew uneven yel- 
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low lines intermingled with faint wavy gray ones. ‘‘Gray goes 
down, and when | get very down, then I shoot up. Now, since re- 
cently, I’ve been very quiet. I don’t go so up. I feel more low than 
up. It doesn’t ever get ‘high.’ ”’ 

The patient’s drawings were done with speed, in quick succes- 
sion, as soon as the cause of blocking was removed. Six to eight 
drawings, measuring 18 by 24 inches, were the average product of 
an art period, of an hour to an hour and a half. In the more com- 
plex, as well as in the simpler, patterns, emotion expressive of posi- 
tive attitudes led the rhythm of the design upward, while emotion 
related to negative attitudes drew it downward. The pace at which 
these drawings were made precludes the assumption that Maria 
had planned, either consciously or systematically, to symbolize the 
direction of her emotions in this fashion. Rather, do these con- 
trary-wise, rhythmic movements, used consistently throughout her 
45 drawings, suggest that they were a fundamental expression of 
her unconscious. 

Two drawings, made in quick succession, during her fourth art 
period, illustrate this opposing use of rhythm. ‘The patient an- 
nounced spontaneously that she would make a picture of how she 
felt toward her father. (Design 8.) She drew this rapidly and 
with an intense release of emotion; it consisted of heavy corkscrew- 
like red coils, descending rhythmically across the page; to this, ag- 
gressive black strokes were added. When it was finished, she an- 
nounced ; ** Now I’ll make a picture of how | feel about my doctor. 
There won’t be any black in this.’? But immediately, she modified 
this statement. by adding some black to express her disapproval of 
her doctor, when she was late for an appointment. ‘The movement 
in this picture was a multicolored, flame-like rhythm, shifting up- 
ward; expressive in the patient’s own words, of ‘tan outgoing feel- 
ing of hope, confidence and affection.’’ There is, in these two se- 
quential designs, a contrasting use of rhythm and color; a negative 
attitude about her father is expressed by a downward rhythm in 
black and red; a positive attitude toward her psychiatrist is ex- 
pressed by an upward rhythm of orange, yellow, blue and violet. 
The meaning of this color-language as developed by Maria, in these 
and other pictures, will presently be described and analyzed. 
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To release certain repressed emotions into graphic expression, 
it was necessary to encourage Maria to talk freely of herself and 
her problems. Whenever blocking was present, it was due to de- 
pression. She would ascribe such moods to various circumstances, 
such as quarrels with her family and friends, or temporary physi- 
cal disability related to a cold or a menstrual period. Such states 
were always more frequent than the joyous ones at the opening of 
the art sessions. But once she had verbalized and released emo- 
tionally what was on her mind, the dark pictures were successfully 
projected and the happier ones were sure to follow. If the art 
period began with a joyous mood, it was immediately expressed in 
bright chalk designs, without a moment’s hesitation. Such was 
the case on the last day, when she entered the room, announcing: 
‘T’m feeling wonderful. I’ve just heard Georgio has a defense 
job.’’ This mood was expressed immediately in a golden abstract 
design, that reached upward and outward, across the page, in a 
few sure, broad strokes. 


V. CoLor SyMBouisM 

How the rhythmic pattern of these drawings is related to the 
changing moods of this patient has been described. It is possible, 
from Maria’s own comments, to follow the significance that she 
attributes to her choice of colors in these compositions. In this 
work, she has developed, as will soon be evident, a consistent color- 
language of her own. Whether her symbolic use of color has a 
tore universal validity, would require its comparison with the color 
symbolism of the past and the art expression of the present, in both 
normal subjects and mental patients. 

The use of black by Maria to express depression and red for 
anger and rage has already been described. The red of rage or 
anger was expressed only in isolated red lines in conjunction with 
black. But red, when related to other vivid colors, was also inter- 
preted as a warm and outgoing emotion. In the drawing concern- 
ing her feeling for her doctor, she said, ** Red expresses affection.’’ 
She also stated that, ‘*‘ Red means happiness,’’ in relation to several 
multicolored pictures that dealt with both friends and family. 

In a number of drawings, the patient spoke of yellow as also sig- 
nifying happiness; it was usually present in pictures of positive 
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mood, Intense joy was expressed in the yellow design already 

mentioned. Yellow and black were juxtaposed in another pattern 

that dramatized the opposition between her depressed state and 
the new, more confident one which showed her growing faith in re- 
covery through her doctor’s help. On two occasions, she combined 
yellow with bright turquoise to express her positive relationship . 
to the boy-friend, Georgio. 
The joyous and positive meaning attributed to yellow, is again i 
accentuated in one of her loveliest designs. She called the picture . 
‘*The Perfect Date.’’ It described her emotions concerning what i 
she declared was the most wondertul date she had ever had with 
| any boy. It took place one evening with her hospital friend, Geor- ; 
| gio. This is what she said before drawing it: ‘‘Saturday is the day 
that went so well. It will be all happy colors. He acted like an 
| angel, not one quarrel. I made up my mind I’d go home if he acted 
| 


the same as last time.”’ 

Beginning to draw, she commented: ** Yellow, starting from down 
and going up slowly, then orange. (She ran in the wavy band of 
orange.) And all around the orange, goes vellow; there was that 
feeling of happiness. Funny way to express how you feel about 
a fellow! Now wavy bright blue. (She made a series of mounting : 
step-like rhythms with the broad side of a turquoise-blue chalk.) 
Everything went flowing along, just like that. All along here is 
my yellow. What would I do without yvellow!”’ 

Orange, too, as used in this picture, was likewise considered a 
happy color. On another occasion, when orange was combined with 
purple, brown and yellow, in what was a distinctively foetal form, 
she called orange ‘*comforting.’’ 

Maria’s color schemes for happiness varied somewhat accord- 
ing to the subject matter. But besides her constant use of yellow, 
orange and red,—bright green, magenta, turquoise, or a touch of 
vivid blue, might also be included. But the color combination that 
gave her the most complete satisfaction, occurred in a large rhyth- 
mie design of shifting shades; this included magenta, blue and 
green, accented with hints of orange and gold. It was the most lyric 
of all her pictures and contained, although she remained quite un- 
conscious of this, the archetypal uterine symbol that appeared in a 
number of her drawings. (Designs 3, 4,5, 6.) This drawing, which 
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she said was done in her favorite color scheme, reminded her of 
summer, Which was also her favorite season. It is interesting that 
the colors which here suggest fertility to the patient, are used un- 
consciously by her to create a foetal form that dominates the whole 
composition. (Design 3.) 

In many of Maria’s drawings, this feminine symbol is to be 
found; but it appears only in those patterns that are positively cre- 
ative and full of her personal affirmation of life. It is never pres- 
ent in designs expressive of conflict with either her family or her 
friends. 

This patient usually had no hesitation in selecting colors to ex- 
press the meanings of her drawings. On but four occasions, did she 
hesitate, as to which chalk would be appropriate to fulfill her theme. 
This resistance to a choice of colors occurred only over the emo 
tionally-charged subjects of **Shock,’’ Fright,’’ Being Sorry”’ 
and the **State of Nausea.”’ 

After the repressed episode had been released in words, orange- 
red was used to express shock. The circumstances which caused 
shock will be described later, in their appropriate relation to the 
subject-matter of these designs. [’or the condition of fright, the 
colors arrived at experimentally were white, yellow and tan. Tlow 
the problem of fright developed will also be discussed later. The 
need for a color to express ** Being Sorry,’’ oceurred when Maria 
tried to make a picture of the emotion that she had felt, following 
a fight with her friend Georgio. She had drawn the picture of the 
fight in black and was now ready to begin her next design. ‘* Back 
in my room,’’ she said, ‘*] felt angry at Georgio. That’s red.’? And 
she ran a foreeful curving line of red chalk across the page. ‘* But 
I felt sorry at the same time. I don’t know what color to use for 
sorry.’’ She was urged to try out any possible colors for that emo- 
tion, by placing them beside the red on her practice sheet. This led 
eventually, after a pale vellow orange had been rejected, to the se- 
lection of white. ‘*That’s more like sorry,’’ she decided. Against 
the gray ground of the paper, she then drew loops of delicate white 
interlaced with the heavy strokes of the angry red lines. 


The design for ‘‘Nausea’’ was drawn in the last series of pic- 
tures. It followed the joyous all-yellow design, already described. 
The resistance to discovering the needed colors for the design of 
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**Nausea’’ was deeper and more complex than tor any of the other 
drawings and proved to be so profoundly related to the patient’s 
| neurotic conflicts, that the deseription of how this picture was 
| finally drawn, needs to be combined in the next section with a de- : 
scription of the subject matter that revealed the cause of her state : 
of nausea. ‘this sequence will illustrate the close correspondence : 
between the course of the psychotherapeutic treatment and the art ; 


work of the patient. 


Vi.) THe Sussect-Mattrer ov Maria’s Drawincs 


The subject-matter of this patient’s drawings covers the efforts 
of an adolescent girl to deal with the conflicts that arose from the 
overdisciplinary attitude of her Italian parents. Maria reached 
the hospital as a consequence of her attempt to escape from her 
problem by means of flight into amnesia. On more than one ocea- ; 
sion, Which will be cited, she voiced her wish in moments of de- | 
pression or conflict, to escape again into amnesia. 

iler pictures can be divided into three groups. Those that deal : 
with her responses to family, with special emphasis upon her atti- 
tude to her tather; those that deal with her relationship to Georgio, 
her boy-triend; and two drawings that show the strengthening of 
her transference to the psychiatrist. While such subject-classifica- 
tion may be convenient, it is not one that remains constant; for the 
problems which centered about family often overlapped those that 
concerned the patient’s friends, both at home and in the hospital. 

In the pictures dealing with the familial pattern, the patient gives 
the relationship with the father a separate place, in just three de- 
signs. Otherwise the family is treated, in the drawings, as a unit 
to which the patient either reacts or belongs. Two of the designs, 
concerning Maria’s response to her father, made in the first art 
session, have already been described. They dealt with that epi- 
sode in which the father struck her and she reacted with hysterics. 
‘the third picture about him she called: ‘‘How I feel About My 
Father.’’ (Design 8.) In depicting her buried resentment and 
anger against her father, the patient again drew a large de- 
sign in red and black. As in the previous father pictures, she re- 
leased at the moment of creating it, an inordinate amount of re- 
pressed emotion. An obvious feeling of guilt at having exposed i 
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In this red and black design, the patient released much buried resentment and ange? 


against her father. The paler corkscrew coil is in vivid red. All the other forms 
are in heavy black. So great was her feeling of guilt about this picture that she 
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so much of her true feeling against her tather was shown by the 
way she immediately forgot the subject-matter of this drawing 
completely. When reminded of what she had said before making 
this picture about her father, she replied, ** When the feeling is out, 
| forget.’’ But on no other occasion in the making of the other 44 
drawings, did the patient ever forget the subject of a picture, o¢ 
the meaning to her of any color employed in a design, 

In the first drawing about her response to the family pattern, the 
patient showed her changing and contradictory feelings in the con- 
trasts between her use of bright colors and black. Pointing to a 
turmoiled mass of black chalk in the center of the design, Maria an- 
nounced, ‘* That black lump is the problem unsolved.”’ ** Yellow is 
the hope. Red, I feel good and happy toward them; then I go black, 
then light again.’’ Now the art work was coming to mean more to 
the patient, for at this point she commented, ‘*This time is more 
interesting than ever before.”’ 

The next design about the family came two weeks later, atter a 
week’s vacation from the hospital, when she had visited her home. 
The trip had- not been as successful as she had anticipated and 
stimulated the creation of two pictures. The first she called ** Days 
at Hlome,’? and the second, **My Vast with the Family.’’ Again 
the colors used to express her family relationships were a mixture 
of bright and dark. There had been fights, she said, while she was 
home, and about them she explained, ‘*Of course I couldn’t express 
all my feelings, as they were my parents.’’ Besides her response to 
the family, this picture of **Days at Home’’ included her relation 
to her friends in that environment. (Design 9.) Pointing to the 
streaks of vellow at the left of this design, she interpreted, ‘* Yel- 
low is what I seem to be when I’m with my friends. But that’s 
hecause I cover what is within.’’ She then drew wavy lines of 
blue-black and gray that moved out from her center in the family 
group toward her friends outside. **The vellow, | show with my 
friends is like being an actress; you know, I cover over the black, 
blue and red that’s me underneath. And | got all mixed up trying 
to cover myself.’’ 

In summarizing the two pictures of ‘* Days at Home’’ and ** The 
Past with the Family,’’ she stated, ‘*This more or less expresses 
iy life, the way it goes; the curves, the question marks, the colors. 


t 
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| 

It expresses every one of my feelings. In every bit of happiness, 
there is sadness.’’ Again, as she worked, she commented, ** Fights 
are blackness at home. When I’m out with friends, I’m happy with 
them. ‘lhat’s the blue and yellow. I always would be thinking 
when I’m with them, ‘I’m different,’ remembering my difficulties 
| at home. At times, I ery or get angry or indifferent. But behind 
| this always I kept thinking, ‘I’m going to get away.’ I felt like 
killing myself, but I’m too self-centered for that, I found that out 
inanalysis.’? This wish to escape the apparently insoluble conflicts 
of home reappears in a later talk with the psychiatrist in which the 
patient declares that she is ‘thoroughly fed up. I wish I could 
go into another amnesia—I even want to forget who I am, what 
been doing and everything.’’ 


TWO UNREALIZED DRAWINGS OF FLIGHT 


Before analyzing the subject matter of the second group of pic- 
tures, which deal with Maria’s relation to her friend Georgio, it 
seems advisable to consider how the patient’s anxiety and special 
concern over the problem of her amnesia were related to her two 
unsuccessful attempts to use ‘‘Fright’’ as the theme of her art 
work. The strength of the resistance, which made the patient un- 
able to bring this subject of ** Fright’’ into any form of graphic ex- 
pression, weights it with added significance. (Had it been possible 
to work more frequently with this patient, it is probable that fur- 
ther material concerning her anxiety, would have been obtained in 
later art sessions. ) 

The first projected drawing of the subject of ‘‘Fright’’ was 
planned to follow immediately after the picture of ‘*Shock,’’ which 
had been drawn to express her growing realization of the nature 
of her Oedipus complex. She then spoke of the fright she experi- 
enced at the prospect of speaking to her doctor about it. In this 
first attempt to draw **Fright,’’ Maria went so far as to select the 
colors of white, tan and pale yellow, that she felt appropriate to 
this picture. She then decided that she was not ready to do it. 
“It’s difficult and I’m still not clear.’’ She was referring to the 
whole problem of the Oedipus complex, which the previous drawing 
represented, and which she had only just begun to deal with in 
the sessions with the psychiatrist. The resolving of the dynamics 


‘*DAYS AT HOME*’ 


is represents the patient’s response to both fami and friends, 


lower right, represents in alternati bards of bri 
relationship with her tar inh The central zig-zag lines of vai 
away from the quarter-cirele of the family, represent the patien 
friends. The patient, interpreted, pointing t the streaks of ve 
dent in the photograph), ** Yellow is what [seem to be when | 
But that’s because LT cover what is within.—The vellow T show 
like being an actress; you know; L cover over the black, blue 


underneath. And I got all mixed up trying te cover myself."’ 


dark colors 


llow 


with 


snd 


quartet! 


Hey 


her 
not 


m with m 


ms 


red 


relation 


vor, 


eure le, 


colors, moving 


to 


v frends. 


friends 


that’s 1 


One of S Disianus Relat jto F 
\ ZA 
/ 
: 
4 
} 
| = 
i 
or 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


MARGARET NAUMBURG 217 


of the Oedipus situation will be taken up more fully in the next 
section of this paper. 

it was more than five weeks later that the possibility of attempt- 
ing another drawing on the theme of **Fright,’? reappeared. The 
patient spoke of having had a gynecological examination because of 
the too great frequency of her menstrual periods. ‘*I felt awfully 
depressed each time.’’ Asked about the cause of such disturbance, 
she replied that she had been trying with her doctor to discover the 
reason. ‘*l was so trightened, when | had the examination, my 
heart went back and forth. I was very nervous. We were wonder- 
ing whether it had anything to do with the last internal examina- 
tion at the hospital when I was found in Central Park.’’ 

It was suggested that the patient attempt to recall that moment 
when she was examined at the general hospital. She was asked to 
revive the state she was in when she was examined. Did she re- 
member where she was when the doctor spoke to her? ‘*No, even 
though I was frightened.’’ She started, however, to draw in black 
strokes on the paper. ‘*That’s the black feeling and then there 
Was gray surrounding it.’’ Following this the patient had planned 
to make the next picture to express the actual moment of fright. 

An external circumstance intervened and obliged the patient to 
leave the ward. By the time she returned, the tension of her mood 
had been shattered, and she was unable to recapture the expression 
of anxiety or fear on that day. It is impossible to judge whether, 
at some later time, she might be able to recreate her emotion con- 
cerning fright. But the patient’s inability to express such a state 
on two oceasions, corresponds to the recognition of both psychia- 
trist and patient that certain deep fears still remained unsolved, 
when the patient left the hospital. 

The Rorschach examination of this patient also corroborates the 
existence of such fears and suggests the possibility that, ‘In part 
at least, the patient’s fear seems to be due to anxiety lest a se- 
verely repressed psychosexual conflict reappear in her con- 
sciousness. ’’ 


To return to Maria’s original concern at having to undergo a 
gynecological examination, there is a corresponding dream, re- 
ported by the psychiatrist, that the patient had described two weeks 
before she attempted to draw ‘‘Fright’’ in the art session. ‘*‘Dr. 
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S. was examining me. (This is the doctor at the Psychiatrie Insti- 
tute who actually did so.) She had a pair of scissors and said, 
‘I’m going to cut you.’ There were a lot of instruments, all dif- 
ferent sizes and she said, ‘It is going to hurt,’ and I was so afraid.’’ 

The dream associations given to the psychiatrist with this dream 
were as follows: ‘‘I’m afraid when I think of that. It brings me 
back to my examination at the other hospital; I was thinking of my 
doctor who examined me there. I was screaming, and she told me 
to relax. That brings me to Central Park and going to the police 
station, then lying there in the hospital and my father coming for 
me and I[ didn’t recognize him or want to go with him. Then driv- 
ing home and all the neighbors staring. The next day at home and 
ny friends came to see me,”’ 

When questioned about the inclusion of the instrument table, the 
patient said after much thought: **] never did much petting before 
I got sick. With my bringing up there was always too much con- 
flict. Then for one or two months following the amnesia (when she 
began to pet freely with boys for the first time), there was no con- 
flict because I didn’t remember anything.’’? A continuation of the 
patient’s sense of guilt, over petting with boys, as well as the ex- 
pression of her anxiety over the problem of birth, as it related to 
kissing, will be discussed more [ully in the next section, which deals 
with the drawings that are concerned with Maria’s relation to 
Georgio. 

In the treatment of this patient by the psychiatrist, no attempt 
was made to undertake a thorough analysis, but only to give such 
psychotherapy as might make possible the patient’s read justinent 
with her parents and the home environment. Psychiatric social 
service helped to modify the attitude of the parents toward the 
patient. When Maria left the hospital to go home, she had begun 
to make an adjustment to the home situation, while continuing psy- 
chotherapy with the psychiatrist. 


PICTURES OF MARIA’S RELATION TO GEORGIO 


These pictures about Georgio are closely related to those dealing 
with Maria’s father. Immediately after drawing the first three 
designs about her relation to her friend, she followed them with a 
red and black design of her feelings about her father. 
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in the Georgio series, a black design, expressing a quarrel was 
drawn first. Then followed a picture expressing anger and ‘* Being 
Sorry,’’ which has already been described. The third dealt with 
\aria’s estimate of Georgio; the vellow and turquoise showed her 
positive reaction: **That’s when I’m happy with Georgio.’’ <A 
contorted black and red design on the other side of the page, she 
deseribed as: ** That’s when we fight and I’m angry.”’ 

Maria had announced before drawing the quarrel with Georgio, 
that he was ‘fa father substitute.’’ When she had spoken in sim- 
ilar terms to the psychiatrist, she had admitted a certain resem- 
hlance between Georgio and her brother and added that her brother 
resembled her father. In another interview she explained that 
‘Georgio is like my father in many ways.’’ Georgio also hap- 
pened to be of Italian parentage and, although the patient never 
referred to it, had the same name as her only brother. 

The next picture concerning Georgio, dealt with **The Perfect 
Date’? and has already been described. There followed in the last 
session, the vellow drawing about Georgio’s new job. At this point 
one returns again to the design concerning the state of ‘* Nausea,’’ 
which has already been mentioned in the discussion of the patient’s 
color symbolism. But this picture only gains its rightful signifi- 
cance, When placed in correct sequence, with the other drawings of 


that same art session. Seven pictures were made in this final pe- 
riod. Maria had entered the room in an especially joyous mood. 
irst, came the expression of satisfaction about Georgio in the all- 
vellow pattern. Then she exclaimed that she felt so happy on this 
particular day, because she had been able to eat all her food, at 
lunch, without feeling the usual nauseous disturbance. ‘*] want,’ 
she announced, *‘to make a picture of how happy I feel.”’) For this 
she selected the colors, magenta, blue, orange, green and blue-green. 
But this design for happiness did not develop so easily as she ex- 
pected. To overcome the blocking that ensued, the patient was 
questioned as to the cause of this recurrent nausea. Maria gave 
this explanation: ‘‘ You know how it is when you’re a kid and you 
imagine babies are born through the mouth and that kissing would 
bring a baby. I always used to get upset because of that idea, 
whenever a boy kissed me. And then I got that way over my food, 
too. T just eouldn’t let a vegetable or potato get mixed up with the 
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meat, or I’d feel this nausea. I’ve been having talks with my doe- 
tor about the reasons for this, and now, today, for the first time at 
lunch, I could eat all my food mixed up together and I didn’t get 
nauseated a bit.’’ 


She was then asked, whether she would like to try to make a pie- 


| ture of this state of nausea, before doing the one of her present 
| - happy state. As she was unable to imagine what colors to use, she 
was urged to experiment. Gray she thought would be needed. After 


trying out many colors and rejecting them, Maria finally decided 
that yellow-green, a pale orange and whitish-yellow might be 
usable. As the vellow-green was shrill in tone, she was shown how 
to mix and modify its color, by varying its value within the color- 
scheme that she had chosen; the technic of overlapping yellow- 
green with pale orange or gray and the method of using dull col- 
ors as the base to brighter ones was also illustrated. Experiment 
on the trial paper led Maria to the development of a gamut of 
tones, running from vellow-green to grayish and orange yellow- 
green and then on to the more neutral tones of greenish and orange- 
gray. In weighing this theme of nausea for a design, Maria an- 
nounced, **It’s got to go up and down.’’ And when she finally 
drew it, this double rhythm was present in the rippling movement 
of the pattern. When the picture was done, she was much sur- 
prised: **] didn’t think I could ever make it look anything like | 
nausea, but it really does!’? She was right. She had caught the 
color and feeling within the form. But she had achieved more, for 
the design contained a strange, essential beauty, due perhaps, in 
spite of its theme, to the retrospective state of happiness and ad- 
justment from which this picture had been drawn. 

Before describing the two drawings of ‘* Happiness,’’ with which 
the patient ended her last drawing session, certain supplementary 
material concerning this deep-rooted problem of nausea, should be 
quoted from the psychiatrist’s talks with the patient. 

Some time before attempting to draw the picture of ‘*‘ Nausea,’’ 
the patient made the following remark to the psychiatrist: ‘‘It’s 
awful when vou feel guilty every time you kiss a boy; you can’t 
go through life feeling like that.’? As Maria’s concern over her 
nausea continued, the psychiatrist reports that ‘‘several sessions 
were spent in an endeavor to find its cause, through free associa- 
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tion. One day the patient related to the examiner what had hap- 
pened on the previous day. While at a party, Georgio was kidding 
with her and when her mouth was open he stuck his finger between 
her lips. Immediately the associations of the previous session oc- 
curred to her. At this time she recalled that in early childhood she 
had thought pregnaney occurred through the mouth, and through 
the ingestion of food, When the finger entered her mouth she be- 
came nauseated and immediately thought of a penis. She then re- 
membered some jokes she had heard in relation to fellatio. The 
period was spent in discussion of her ideas on this subject.”’ 

Further resolution of the patient’s Oedipus complex took place 
shortly before she left the hospital. To her doctor, she wrote the 
following, after her recognition of the resemblance of Georgio to 
her father: ‘I’m happy with my mother when she is not with my 
father, vet I hate my father and love my mother, or is it the other 
way around? When my parents had a fight I was glad that my 
father was mad at my mother. I lke Georgio to kiss me because 
Georgio can give me what my father never could give me. That’s 
why I’ve never liked other fellows to kiss me. That’s why I don’t 
want to live with my parents. I’m jealous of my mother. I can’t 
believe it. I’m uneasy when my parents are together. That’s why 
| haven’t been going home week-ends. | can’t believe it’s true. It’s 
not true. See Dr. D. if you want to be well, you must tell her what’s 
on your mind.”’ 


VII. ArcuetypaL Forms 
No attempt will be made in this paper to do more than suggest 
the nature and type of the archetypal symbols that were recogniz- 
able in the course of the patient’s art work; nor willany attempt be 
made at this time, to discuss the deeper sexual content of these 
symbols, 


Several distinctly female symbols are found to be repeated a 
number of times in Maria’s abstract designs. Most recurrent is a 
large foetal or uterine form which is evident in 11 of the pictures. 
It appeared in three or four successive designs in three art periods 
and was omitted in the other sessions. Of this pattern, she re- 
mained entirely unconscious throughout her art work. (Designs 


3, 4, 5 and 6.) 
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A quarter circle symbol, usually placed in the corner of the paper, 
was present in seven drawings. (Design 9.) On four occasions, this 
form was used to represent the patient’s family; the patient’s own 
reaction to or against this family pattern was then expressed in 
zig-zag and other lines projecting from this quarter circle. The 
form itself was always filled with successive bands of vivid color, 
to express positive attitudes and happy feelings, with black inter. 
spersed to show phases of depression. This quarter circle in three 
other designs was used to express mixed emotional states within 
the patient. The quarter circle pattern was scattered through the 
work of six art periods with only one to a session, 

A tree or flower-like form, drawn in symmetrical balance, in con- 
trast to all the other designs which were asymmetrical, appeared 
only three times in the entire series. (Designs 1 and 2.) But this 
pattern, repeated in close succession in the first two art periods, 
Was important as the first expression of a unification of the two as- 
pects of the patient’s behavior. Of further interest is the fact that 
only when these tree-like forms ceased, did the uterine symbols be- 
gin to appear in this patient’s drawings. But throughout the art 
sessions, Maria remained unconscious of the symbolic pattern of 
either the tree-like or foetal forms that appeared when she dealt 
with the innermost problems of her being. Her attention was never 
drawn to these unconscious expressions, for the writer is of the 
opinion that amore satisfactory expression and sublimation of such 
unconscious material can be obtained through art forms, if the 
patient is not forced into awareness of all the symbolic meanings. 

Two other symbolic patterns were in sufficient evidence to war- 
rant description. One was a rhythmic corkserew scroll or its 
variant, a tangled network of screwed-up coils. (Designs 7 and 8.) 
These two effects were drawn in either red or black or with these 
two colors combined. They were used by the patient to express vio- 
lent emotion concerning quarrels and other personal conflicts. 
There were five of these corksecrew-coil designs, which were some- 
times associated with a group of heavy black down-strokes. Eight 
drawings were made in this entire series, in which wide and heavy 
black down-strokes were used in patterns to express the deepest 
depression. 
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VIII. Concuvusion 

In summarizing the use of symbolic patterns and colors in 
Maria’s drawings, there is a preponderance in the use of black or 
red, or black and red designs; all of these are expressive of some 
negative attitude. One, and sometimes as many as three, pictures 
in each art session were drawn in these colors, They appeared 
most frequently at the commencement of a period and were usually 
replaced by designs expressive of more positive and even elated 
moods. 

At the conclusion of the first two art sessions a symmetrical tree- 
like pattern was developed, by the patient, to express the balancing 
of the two extreme aspects of her evelic behavior. This design then 
vave way to the recurrent uterine symbol. Both these feminine, 
archetypal forms were used by the patient to express moods or 
changes within herself; they were never chosen to express feelings 
toward either family or friends. 

As symbol of the family, she developed the pattern of a quarter 
cirele, filled with colored bands, interspersed with black; in draw- 
ing this the patient again remained unconscious of its archetypal 
meaning. 

At the conclusion of Maria’s treatment in the hospital, the psy- 
chiatrist reported considerable improvement. The patient’s art 
work also reflected a corresponding change. Her improvement was 
clearly expressed in the color and subject-matter of the last group 
of drawings. In these, Maria omitted for the first time all use of 
pure black or red. Need of expressing such emotions as anger, 
rage and depression, had disappeared from this final and seventh 
art session. But the patient showed no active awareness of this 
change, nor was it drawn to her attention. She remained as un- 
conscious of this omission of the black and red color as she had 
been of the use of the uterine and tree-like symbols in her earlier 
designs. 

A description of the process by which the patient, Maria C., was 
led to a personal and spontaneous art expression has been pre- 
sented to fulfill two objectives: first, that it may show the steps by 
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| which the patient’s unconscious was gradually released through the 
symbolic speech of art; and second, that it may suggest the possi- 
bilities inherent in such a procedure of furnishing the psychiatrist 
valuable material bearing both on diagnosis and _ therapeutic 
measures, 


New York State Psychiatrie Institute and Hospital 
New York, N. Y. 
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CORRELATION OF SOME PSYCHIATRIC PROBLEMS ENCOUNTERED AT 
INDUCTION CENTERS AND IN ARMY HOSPITALS 


BY lst Lt. KURT NUSSBAUM, M. C., A. U. S. 


The demands of total war make it more and more imperative 
to use the available manpower in the most economical way. This 
imposes a great responsibility on the induction stations charged 
with supplying all our armed forces, while at the same time the 
efficiency of the home front must not be disturbed. Quite often, 
men are inducted who will sooner or later break down under the 
strain of army life and then spend a long time in military hospitals 
before being returned to civilian life. At best, they will be able 
to resume where they left off, which means that many productive 
man hours have been lost both by them and by the military person- 
nel engaged in their training and their medical care. Many will 
not be able to function at their previous level and so become par- 
tial or complete invalids depending upon the aid of their fellow- 
citizens, Whereas they could have contributed more to winning the 
war had they remained at work in their sheltered environments. 

Recently the writer had the opportunity of taking part in a dis- 
cussion of psychiatric problems at the clinical staff conference of 
the Grand Central Palace Induction Station, New York City, on the 
subject of neuropsychiatry in an army general hospital. This ex- 
perience made it clear to him that a close contact between indue- 
tion stations and army hospitals should be maintained. Such a 
liaison would greatly benefit the work of both, because the army 
physician has by now learned what type of neuropsychiatric casual- 
ties to expect and accordingly is in a position to advise the physi- 
clans at induction stations of the importance of certain criteria in 
the make-up of candidates for military service which heretofore 
may have been either underestimated or overstressed. 

In this article, an attempt is made to correlate experiences gained 
by the author in an induction station and in an army general hos- 
pital, in the hope that it may be possible to prevent the occurrence 
of many unnecessary psychiatric casualties. 
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It might be valuable to psychiatrists at the induction stations 
to consider the candidates for military service not only from a sci- 
| entific but also from a purely practical standpoint, based on the 

experiences military psychiatrists have had in dealing with the 

casualties coming from station hospitals in the United States, and 
| returning from overseas. How will it be possible to prevent such 
| large numbers of potential casualties from entering military serv- 
ice? It is well recognized that, despite most careful selection at 

induction, neuropsychiatric casualties may be expected. In order 
| to study this problem more systematically, the following classifi- 
| ‘ation of neuropsychiatric casualties, as they are seen at Halloran 
General Hospital, is proposed: 
| Group 1. Neuropsychiatric disorders already established be- 
fore induction. 


| Group 2. Potential psychiatric casualties. 

Group 3. Apparently well-adjusted individuals who break un- 
| der battle strain. 
| Group 4. Patients with psychosomatic problems, 
| Group 1. Despite the most careful screening a fair number of 
men obviously unsuited for military duty manage to slip through, 
partly because of failure to detect them in the short time available 
for their examination, partly because they consciously conceal their 
defects. In this group are considered neuropsychiatric cases al- 
ready established in civilian life, e. g., psychoties, active or in re- 
mission, psychoneurotics of long standing, epileptics, enuretics and 
mental defectives. Among the former one finds manic-depressives 
and schizophrenics in a state of remission. Occasionally an ac- 
tively psychotic individual slips through. Some simple schizo- 
phrenics have been seen in Halloran General Hospital whose 
ideational poverty and lack of drive cannot be recognized in a few 
minutes spent with a psychiatrist at the induction station and who 
fail to give the examiner the clue necessary for their detection. 
While most neurotics are anxious to impress the examiner with 
their disability, there are always some who are ashamed to tell, 
or whose friends and relatives feel that military service may ‘‘make 
aman’’ out of them or cure them. It is well recognized that this 
practically never occurs, and care should be taken to keep them out. 
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A number of epileptics and enuretics still get in for similar rea- 
sons. The writer has had some interesting experiences with them. 
He reealls one 37-year-old private with 14 months service who man- 
aged to conceal his enuresis by sleeping on a rubber sheet and by 
making up his bed in the morning before reveille, keeping a hidden 
supply of clean bed sheets. On the Tunisian front he merely slept 
in his damp elothes and continued fighting, accounting for a fair 
number of the enemy. When a shell exploded near by, however, he 
developed a typical anxiety neurosis and was withdrawn to the 
rear. It was then that his enuresis was discovered. Ile was dis- 
charged on the basis of his battle neurosis. Another patient, a 23- 
vear-old epileptic with three vears service, took part in severe fight- 
ing for four months. His seizures were so infrequent that they had 
not come to the attention of his commanding officer. When he 
finally had a typical seizure on the battlefield and was sent to an 
evacuation hospital, he was at a loss to understand why he should 
not return to the front. Apparently, battle experience had been 
less traumatizing to him than to some of his healthy comrades. 
Kpileptics frequently are eager to go back to duty. This lack of 
insight into their condition is almost pathognomonic, so that we at 
Halloran, jokingly refer to it as a diagnostic criterion for idio- 
pathie epilepsy. 

The exclusion of mental defectives should prove comparatively 
easy. Some defectives develop psychoneurotice or psychotic reac- 
tions while in the service, possibly because of realization of their 
own inadequacy. Separation from the service is necessary in these 
cases. 

The conclusion must be drawn, that while an exceptional epilep- 
tic, enuretie or mental defective may be temporarily useful, he 
will, like most of his fellow-sufferers, soon become a severe liability 
to his outfit, and there is a sound basis to the regulation prohibiting 
his induction. 

Group 2. The potential psychiatric casualties constitute by far 
the largest group of induction problems. There are many potential 
psychoties leading sheltered lives, and there are the potential and 
actual neurotics who were adjusted in civilian life and very sud- 
denly see themselves confronted with problems which most of them 
are unable to solve. The unstable, the alcoholics, and the psycho- 
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paths belong here. It requires considerable skill to deal with them 
at induction. Quite a few will attempt to impress the examiner 
with their essentiality at home and their inability to make good 
| soldiers. Under present regulations, almost all will be rejected. 

The civilian examiners on the induction boards spend much time 
| and effort in an attempt to differentiate between psychoneurosis 
and malingering. Few malingerers will prove to be of military 
value and may actually be harmful to morale. The examiner should 
control his justifiable indignation at seeing the malingerer ‘‘ get 
away with it’’ in order to determine the correct disposition, 

What becomes of the members of this group in military service? 
Many will break down in the first week and many more in the first 
two to three months. It is of interest to note that most of the psy- 
chotic reactions occur during this period. Very few of this group 
manage to pass through the staging area to a theater of operations. 
They have proved to be a hindrance rather than a help, with few 
notable exceptions. The constitutional psychopath and the al- 
coholic represent a very difficult military problem to deal with. 
It is not within the scope of this article to discuss this question in 
detail; it has been well covered in the literature.*t There is only — | 
one type of psychopath—usually not so well recognized—which | 
produces a good fighter, the gangster type. But because of his | 
unreliability, he is of no value to our war effort; and even if he 
should not disrupt the military value of his outfit, he will be unable 
to readjust to civilian life after the war. 

Group 3. Now will be considered those soldiers who show no 
trace or taint of neuropsychiatric disorder on entry into military 
life. This group constitutes no problem to the induction station. 

Up to date no reliable criterion has been found to differentiate 
those among the well adjusted who are likely to break under bat- 
tle strain, particularly under prolonged exposure, lack of relief, 
of proper food and of recreation. With our growing superiority | 
in the air and matériel, the percentage of these casualties will de- 
crease in the same measure as those of our enemies will increase. 


*Dunn, William H.: The psychopath in the armed forces. Psychiatry, 4:2, May, 
1941. 

+Moore, Merrill: The alcohol problem in military service. Quart. J. Stud. Aleo., IIT:2, 
September, 1942. 
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The writer has seen a few patients who had acute psychotie epi- 
sodes and made excellent recoveries. These episodes were mani- 
tested by an acute fear reaction with persecutory delusions and hal- 
lucinations, mental confusion and hyperactivity. The percentage 
of such reactions is surprisingly small. Most casualties are of the 
neurotic type. First, there may be a short period of unconscious- 
ness or amnesia. This is followed by marked anxiety, restlessness, 
apprehension and tension. Headaches and tinnitus are frequent 
symptoms. Battle dreams and hypersensitivity to noises are com- 
mon. A worthy subject for scientific investigation would be to 
determine, if possible, how many of these reactions are on a fune- 
tional and how many on an organic basis. At present, this is a 
matter of speculation. One often wonders if petechial hemorrhages 
into the central nervous system may not be one of the causes of 
organic change. 

While in the first World War typical conversion hysteria was 
prominent, the present conflict is characterized by the development 
of anxiety states with or without some conversion symptoms. The 
writer has not seen more than one or two cases of true conversion 
hysteria. It is a matter of common knowledge that the number of 
psychiatric casualties who return to combat duty drops to almost 
zero, onee they have been removed from the vicinity of the battle 
area. [Under present War Department regulations, practically all 
psyehiatrie casualties must be discharged from the service if their 
condition is so severe that return to the States becomes necessary. | 

No one can ask our induction boards to detect these potential 
casualties in advance; they are part of the price we pay in this war. 

Group 4. The last group to be considered is a very interesting 
one. It deals with those who are inducted with minor defects, 
mostly of a surgical nature, that seem to offer little difficulty to cor- 
rective measures. Rather frequently one is requested to make a 
psychiatric examination of a patient who has an inguinal hernia. 
The surgeon, while examining such a case, may have found some 
peculiarity in the patient’s behavior or attitude which made him 
suspect a much more profound disturbance than just a hernia. For 
that reason he wisely refers the patient for personality studies be- 
fore undertaking a surgical procedure. The writer would like to 
cite a few cases to illustrate this point. 
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A 33-year-old private with a congenital right inguinal hernia who 
has been nervous all his life, was hospitalized three days after in- 
duction because of inability to lift weights, frequency of urination 
and the distress the hernia caused him. He was sent to this hos- 
pital’s surgical department from the station hospital for operation. 
The surgeons recognized his condition and sent him to the psy- 
chiatrie section for observation. It was soon found that his anx- 
iety was partly due to an excessive attachment to his dead mother, 
who, at the age of 66, had succumbed to an operation for strangu- 
lated hernia. In vain the vast difference in the clinical aspects of 
his mother’s and his own case was pointed out to him. He re- 
tained his fear of death from the operation. In his subconscious, 
the hernia undoubtedly represented a protective mechanism. An 
operation, however suceesstul, would only have increased his anx- 
iety and possibly might have precipitated a psychotie break. If 
this case had been recognized at induction, the patient would have 
been spared over three months of inactivity and increased anxiety, 
the government would have saved the expenses of hospitalization 
and treatment; and the medical officers involved in this case, sur- 
geons, urologists and psychiatrists, could have devoted their time 
and effort to more urgent cases. 

In a 37-year-old patient with a left-sided hernia and nine days 
service, the picture was strikingly similar. He feared that his wife, 
as neurotie as the soldier himself, would not survive the shock of 
his operation and failed to see why he could not continue to wear 
his truss in military service. He did not agree to operation. He, 
too, was subconsciously afraid that his hernia might be cured. 
The only sensible solution to the problem was his discharge from 
the military service. 

Another interesting case was that of a 24-vear-old private who 
developed a marked feeling of inferiority because of undescended 
testicles. This made him extremely shy in civilian life. Following 
induction, he developed marked anxiety and never took a bath or a 
shower except at night when his roommates were asleep. An oper- 
ation had been performed two years prior to his induction, but after 
four months, his testicles retracted to the external inguinal rings. 
This only tended to increase his anxiety and to accentuate his psy- 
chosexual inadequacy. While this boy was not physically dis- 
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abled it would have been better for him, because of his poor emo- 
tional adjustment, if he had never been inducted, 

The writer also saw a 33-year-old soldier who had been in the 
army tour months at the time of his hospitalization. His family 
history was negative, except that his mother had a goiter. The 
patient had made a good adjustment in civilian life until five years 
previously when he was examined by a physician and was told that 
he had a goiter. Following this examination, he became restless 
and developed neck-aches, frequent spells of dizziness and tremors. 
While on a furlough, he developed a severe nervous spell with 
weakness, tremors, nausea and fatigue. His basal metabolic rate 
varied from —6 to +2 per cent. An operation was considered, 
but in view of his obvious psychoneurosis, the patient was dis- 
charged from the army. He was told that if he desired an opera- 
tion it would have to be performed in civilian life. 

In contrast, the case of a 26-year-old soldier with one year serv- 
ice is worth mentioning. About six to eight months prior to his in- 
duction, the patient gradually developed nervousness, tremors, and 
insomnia. A few months before his admission to this hospital he 
noticed that his right eye was more prominent than the left, 
a matter which increased his worries considerably. At a station 
hospital, the diagnosis of psychoneurosis, anxiety state, was ten- 
tatively made, while hyperthyroidism was also considered. While 
under this hospital’s observation, the basal metabolic rate increased 
from plus 18 to plus 32 per cent. The patient actually had hyper- 
thyroidism with moderate bilateral exophthalmus which was more 
marked on the right. The writer’s observations convinced him that 
we were dealing with good soldier material. A subtotal thyroideet- 
omy was performed. Within six weeks after the operation, the 
patient developed an acute duodenal ulcer and may have to be dis- 
charged on the basis of the new illness. 

These and many other cases teach a valuable lesson. Before any 
corrective measures are undertaken, careful consideration should 
he given to the question: Will the individual become a good soldier 
after the correction of the defect? If the answer is no, he should 
not be inducted into the armed forces. It should be one of the 
duties of the surgical and medical examiners in induction stations 
to consult with their psychiatric colleagues on cases of this type. 
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Whenever possible, induction should not take place until after re- 
pair has been completed and a reasonable period of observation 
without untoward incidents has been allowed to elapse. 

In conclusion, a few suggestions may be permissible. It is need- 
less to say that, if at all possible, all cases of the first group dis- 
cussed must be weeded out before or at induction. In the doubtful 
cases of the second and fourth groups, the writer sees no reason 
why decisions could not be deferred until thorough psychiatric 
workups, including social histories, have been obtained. The effort 
expended would certainly yield gratifying returns to the efficiency 
of the armed forees. Our Canadian brothers-in-arms are using a 
simple questionnaire which is patterned so that answers signifi- 
‘ant for a possible psychiatric disorder appear in a separate col- 
umn. This enables the examiner to see at one glance whether the 
prospective recruit is in need of more thorough questioning and 
investigation. A similar questionnaire might be adopted by our 
induction stations with the permission of the Canadian government. 

The writer feels that, as far as military regulations permit, joint 
meetings of physicians in the armed services with those employed 
at induction stations would be of mutual benefit and a useful con- 
tribution to the war effort. 
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DEPRESSION MASKED AS MALNUTRITION 


BY CAPT. JULES V. COLEMAN, M. C., A. U. 8. 


The consumption of food, normally an enjoyable affair, is read- 
ily subject to a variety of disturbances of a psychogenic nature. 
Eating is surrounded by extensive observances, rituals, symbols, 
and superstitions. These are easily adapted to the service of psy- 
chopathology, sometimes even at the expense of biological need, 
as in the extreme example of the psychotic patient who has to be 
tube-fed. Among the psychogenic disturbances associated with 
eating, are those of involuntary and voluntary vomiting, regurgita- 
tion and rumination, food refusal, food fads, and finickiness, pics 
or perverted appetite, and greediness. Some type of disturbance 


of eating habit, each with its own peculiar personal coloring, can 
probably be found in every case of psychoneurosis, 

In this paper, particular attention is directed toward a special 
psychiatric disturbance of eating which is associated with loss of 
appetite and weight. Malnutrition is the chief clinical feature. 
There is little manifest indication of a mental disorder. Although 
these cases probably fall into the category of reactive depressions 
or variants of a very mild depressive phase of a manic-depressive 
psychosis, the patients do not complain of feeling depressed. Their 
attention and interest are completely absorbed by the rapid and 
mysterious loss of weight. The feeling of fatigue, the lassitude and 
listlessness, and the loss of interest are regarded as natural sec- 
ondary results of a ‘‘run-down”’ physical condition. While not 
great in number, these cases are clinically of considerable interest, 
and, if unrecognized as psychiatric illness, may present a vexing 
problem of management and disposition. Prolonged hospitaliza- 
tion is unnecessary and can benefit neither the patient nor the mili- 
tary service. Two cases will be described in some detail, and ret- 
erence briefly made to a number of others. 

In the first case, the patient had suffered for many years from 
a eyclie reaction in which much of the affect of depression had been 
displaced by preoccupation with loss of weight. A 37-year-old 
white corporal, he was admitted to the hospital because of a peri- 
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arthritis of the right shoulder joint. Recurring attacks had been 
experienced since 1933 when he hurt his arm playing baseball. 
Since he was seen to be mildly depressed and did not respond well! 
to treatment of his arm, a psychiatric consultation was requested. 
It was learned that in 1931 the patient had had an episode of 
marked loss of appetite and weight associated with lack of energy 
and fatigability. He spent several months at a mountain resort 
and recovered completely, following the usual course of the de- 
pressed phase of the manic-depressive psychosis, without the de 
pression. He continued to have repeated minor episodes of the 
same nature with the same symptoms. The physical symptoms 
were more prominent than the depression which was always pres- 
ent but to which the patient did not attach much importance. 

Inquiry into his personal relationships showed the patient to be 
overdependent and to have a masochistic trend. Fifteen years ago 
he was married to a woman 14 years his senior. She had been pre- 
viously divorced from a prominent physician. The divorce pro- 
ceedings had attracted a good deal of unfavorable newspaper pub- 
licity for the woman. Although she was apparently openly and 
flagrantly unfaithful to the patient, he suffered her behavior with- 
out protest and would have been content to do nothing had she not 
insisted on a separation three vears ago. F.ven after the separa- 
tion, he continued to make every effort to continue the relation- 
ship. He had been unhappy and depressed because she had not 
written to him in the last three months. Following admission to 
the hospital, the patient tried to overlook his depression, or at 
least its psychological reality. He said it was ‘fas if | had some- 
thing to worry about, but actually there is nothing to bother me.”’ 
His main preoccupation was with his weight. 

The second case is a reactive depression with the secondary de- 
velopment of an infantile-dependent life pattern. The patient is a 
45-vear-old, gray-haired individual who looked so weak and emaci- 
ated that it never seemed to occur to anyone to expect him to be 
able to carry out his military duties. He was hospitalized promptly 
on arrival at his station. His life had been relatively free of any 
kind of emotional difficulty until the death of his childhood sweet- 
heart when he was 25 years old. About this time, the patient lost 
a good deal of weight. From that time until the present, a period 
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of 20 years, he has advanced progressively toward invalidism be 
coming unable to earn a living and being more and more dependent 
on his family. He followed a strict dietary regimen consisting 
largely of milk, fruit juices and strained vegetables—a diet suit- 
able for a three-month-old infant. About 10 vears ago, his mother 
died. This seeond loss brought wit! it a sharp aggravation of his 
symptoms, 

In the hospital, even limited and very graduated efforts to trans- 
fer this patient to a normal adult diet elicited anxiety reactions 
chiefly manifested, as one would expect, in complaints of tightness 
of the stomach, nausea and vomiting. A review of the patient’s 
psyehiatric history and clinical course indicates that he reacted to 
the loss of his closest love objects with successive waves of depres- 


sion leading to a loss of social interest and marked emaciation. 
There then developed a secondary infantile overdependency with 
dietary preoccupations which physicians unnecessarily encouraged 
him to maintain. This secondary regression, which was at first 
merely the sequel to his depressed state, ultimately became an end 
in itself. Any attempt to interfere with it created anxiety with 
gastric manifestations. 

In another case, a rapid loss of weight occurred several years 
before the patient’s military service following the extraction of all 
his teeth. A state of moderate emaciation has persisted to the 
present time, Psychiatric study disclosed a depressive personal- 
itv in whom the loss of teeth was only an incidental factor in the 
development and persistence of a protracted, mild, depressive 
reaction. 

Other patients developed symptoms of wasting while on over- 
seas duty in the tropics. In these particular cases, the role of the 
climate is considered to be secondary in importance to the more 
fundamental, depressive personality trends. 

One might mention, finally, to round out the picture, the sub- 
clinical problem of individuals who are chronically underweight, 
who never seem able to gain, no matter how much they eat, and 
who react even to slight emotional difficulties with impairment of 
appetite and loss of weight. In these persons, a state of relative 
malnutrition is maintained as the result of recurrent depressive 
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reactions. Such a psychodynamic trend within the personality may 
be of greater importance in determining habitus than so-called 
constitutional factors. 
Discussion 

In the depressions, the characteristic lowering of the spirits is 
intimately allied to a sense of personal failure attended by feelings 
of guilt. In the more severe depressions, the guilt is implacable 
and the patient is obsessed by sell-accusatory and self-depreciators 
trends, as well as by suicidal ideas and impulses. Depression is a 
process in which guilt and repentance are in constant interplay. 
It has been observed that unsuccessful attempts at suicide may 
completely relieve a depression. In the cases which form the sub- 
ject of this paper partial starvation apparently becomes the equiv- 
alent of partial suicide’? (IX. Menninger), and the ferocity of the 
depressive guilt is thus held in check. 

The patients under discussion all have a great many character- 
istics in common. The loss of weight occupies the center of the 
clinical picture. The group as a whole is made up of individuals 
who have always been somewhat underweight even before the on- 
set of their immediate illnesses. They regard their tendency to be 
thin as constitutional and often remark that their parents were 
also underweight. These persons seem never to have learned the 
pleasures of the table. In fact, they appear to have tempered and 
overdomesticated all their pleasure drives, not because of any 
philosophy of moderation, but because of a distrust of enjoying 
themselves. They seem to disapprove of eating. They are ‘‘in- 
stinctive ascetics.”’ Curiously, one does not find among them any 
indication of an overdeveloped conscience as in other types of de- 
pressive personality. They impose no special demands on them- 
selves. They seem even to have a pleasant glow of satisfaction 
when they become ill. In reacting as they do to a misfortune or 
loss they become weight-conscious and develop a martyr attitude 
of complacent resignation tinged with a good deal of self-pity. 
Their emaciation is often so marked that they do present objec- 
tively a pitiable appearance of which they are by no means un- 
conscious. Since they usually pass under the obscure diagnosis 
of malnutrition, and may look as if they were suffering from one 
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of the chronic diseases which lead to wasting, they become grist 
for all the armamentarium of modern diagnostic medicine, Un- 
fortunately, the psychiatric examination is too often omitted, 

lt may happen, however, that a patient presents this syndrome 
as a psychogenic overlay complicating a chronic, wasting organic 
disease. This was seen in a case in which autopsy findings re- 
vealed extensive tuberculous involvement of the suprarenals. Al- 
though a diagnosis of Addison’s disease liad been made, the course 
was not typical, there was not the usual response to treatment, and 
the psychiatric features were so prominent as to confuse the pic- 
ture for a period, The patient was a 30-year-old colored soldier 
in whom the rapid loss of weight showed an acute onset in a situa- 
tion of considerable psychic trauma. Psychiatrie study revealed 
a background of depressive trends and life-long preoccupation with 
weight loss, a pattern which derived special emphasis from this 
particular organic illness. On the other hand, it is a more frequent 
occurrence that the rapid and protracted weight loss and inanition 
have led to a tentative diagnosis of Addison’s where the subsequent 
course demonstrated the absence of an organic basis. 

In the military service, members of this group do not ordinarily 
respond to any kind of treatment. Ifforts to help them understand 
their condition may result in eliciting overt anxiety. This anxiety 
is, as has been indicated, a reaction resulting from the secondary 
infantile position. The only exceptions are those cases where the 
precipitating cause has been removed by the time of hospitaliza- 
tion. Forexample, a patient was sent overseas three days after the 
birth of his wife’s first baby. He made a rapid recovery of weight 
loss when returned to this country. In most cases, the condition 
existed prior to the military service. 

The mechanism by which the depressive trend is deflected seems 
to be that of sacrificing the ** pound of flesh.’’ Instead of develop- 
ing self-depreciatory ideas these patients focus attention on their 
loss of weight. Having literally given up a piece of their own 
body, they become absorbed in the consideration of their sacrifice. 
In doing so they demonstrate to themselves that they have done 
penance for the sins which their sense of guilt prompts them to 
believe they have committed. Such a mechanism represents an 
easy sop to the conscience, and is found in individuals with a rela- 
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tively weak organization ot the personality, especially in those cases 
where overt feelings of depression and guilt are submerged in 
weight preoccupation. The more immature and dependent the per- 
sonality, the greater appears to be the preoccupation with the loss 
of weight and the less prominent the overt affective disturbance. 
It is not surprising to find many of these more infantile individuals 
maintaining their malnutrition even well beyond the period of psy- 
chological necessity and clinging to their everdependent position. 
‘They maintain the status quo simply by not eating anything which 
would help them to gain weight. They develop ‘‘sensitive stom- 
achs’’ so that they can eat only non-fattening foods. They often 
keep themselves in a state of semi-starvation by drinking only large 
quantities of milk. 

These reactions are differentiated from the acute anxiety states 
by anumber of criteria. The underlying affect is depression rather 
than apprehensiveness. Neurotic traits are often absent from the 
early childhood history. The vegetative disturbances of the anx- 
iety state are conspicuous by their absence. An exception indi- 
cated in one of the writer’s cases occurred as a secondary elabora- 
tion to protect an exaggerated dependency situation. Acute anx- 
iety is also associated with anorexia and loss of weight but the 
precipitating cause is different, and there is no such obvious sec- 
ondary gain. The patients of this study seem secretly to enjoy 
their poor health. Weight loss is not the result of intolerable ap- 
prehensiveness but an unconscious device to evade the sense of 
guilt. 

The ties between food and morality have deep roots in our cul- 
tural tradition, as witness our national advertising. We tend to 
eat what is ‘‘good for us’’ rather than what we like. Margaret 
Mead* aptly comments: ‘‘ We find that eating in America is pri- 
marily a ‘super-ego’ problem, that if you eat enough of the food 
that is not good but is good for you, you are then permitted to eat 
a little of the food that is good but is not good for vou.’’ This 
formula is altered by our patients into: If you are bad and do not 
eat, you are not quite so bad, in fact you are almost good. 


*Mead, Margaret, Ph.D.: The problem of changing food habits. Bulletin of the 
Menninger Clinic, Vol. 7, No. 2, March, 1943, p. 57. 
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SUMMARY 


There is a group of cases with depressive personalities in which 
rapid loss of weight, simulating an organie wasting disease, occu- 
pies the foreground of clinical interest. The mechanism of the 
weight loss is that of a ‘‘displacement process’’ with the emaciation 
serving to alleviate the sense of guilt on an unconscious sacrificial 
basis. Clinically the cases have been either severe reactive depres- 
sions or mild variants of a depressive phase of a manic-depressive 
psychosis. Secondary infantile regression is a common sequel and 
is mainly responsible for resistance to treatment, especially in the 
military service. Since this is a selective reaction, it presupposes 
a special oral-infantile predisposition in the patient. 
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I. THe 
A. INTRODUCTION 

‘The literature on the distribution of mental diseases among vari- 
ous population groups covers a period of about 50 vears. It is 
particularly rich in the United States, the natural experimental 
station for population and **race’’ problems. 

Irom the very beginning of the regulation of immigration, an at- 
tempt was made to keep mentally-diseased persons from entering 
the United States. The first federal immigration law in 1882 spe- 
cifically exeluded lunaties and idiots from immigration. This law 
still stands. Thus, one may assume that the number of mentally- 
deranged persons, still living, who entered the United States before 
these regulations, is negligible. 

The present study deals with an excellent and unique example 
of a eugenic undertaking. The part of the population, which con- 
stitutes from one-fourth to one-third of the total population of the 
United States, namely, the immigrants of the last 50 vears, was 
subjected to the most effective eugenic restriction one can imagine. 
Denial of the right of immigration is much easier to apply than is 
sterilization. The immigrants themselves have become a genera- 
tion in which certain undesired members have been systematically 
excluded from further contribution to the population stock, the 
sifting by immigration officers replacing sterilization of the parent 
generation. The immigrants’ children, then, represent the next 
generation in such a purified group. But the results of this eu- 
genic experiment are negative—the incidence of mental disease 
among the foreign born and their offspring is known to exceed that 
found among native Americans. In spite of this fact, a survey of 
the literature dealing with this question discloses a conspicuous 
tendency to attribute differences in the distribution of mental dis- 
eases to ‘‘racial’’ qualities rather than to other conditions and cir- 
cumstances. The seemingly higher rate of mental disease among 
immigrants (due chiefly to misleading statistics, as will be shown 
later) has led many authors to the assumption of ‘‘racial’’ supe- 
riority or inferiority of one group or another. Most frequently we 
find the assumption that the newer immigration from southeastern 
Kurope is inferior to the older immigration from northwestern 
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Kurope, which built up the ‘old stock’’ of the American population, 
Particular interest has also been attached to the question of men- 
tal illness among Jews. 

One must keep in mind that in investigating population groups, 
we never deal with pure conditions of ‘‘race’’? or environment. 
Thus, for instance, when marked differences are found in the dis- 
| tribution of mental disease among various nationality groups, 
| these differences may be the product of, first, the living conditions 
| in the country from which they came; second, the particular condi- 
| tions encouraging immigration; and, third, the particular reaction 
of the immigrant groups toward the new situation in this country. 
But what we are interested in, is the question of what happens 
to these groups in the next generation. Will they retain the charac- 
teristics of their foreign-born parents in regard to their suscepti- 
bility to mental diseases, or will they change, as in so many other 
realms of life, toward average American behavior? If the former 
is true, it would suggest the need of investigating such persistent 
differences as would presumably be shown. In this ease, it would 
still be questionable to assume a principle like ‘‘racial’’ qualities 
as a basis for such differences in reactions. But should one find 
that the latter assumption is true, we could certainly deny that 
‘*racial’’ qualities had any decisive influence upon the lives of the 
various population groups. Thus, the project for this investiga- 
tion is clearly shaped. Ina preliminary report of the present study, 
published in ‘*Science’’ (Ref. 1, p. 525), Dr. Boas writes as follows: 

‘*We have studied the incidence of psychoses in immigrants and 
their descendants. This part of the work was carried out by Dr. 
Bruno Klopfer. Owing to the varying age distribution of the inci- 
dence of mental diseases, the data which are commonly used are 
entirely misleading. Mental disturbances among the young are 
very rare. Since the native population embraces a large number of 
children, the immigrants comparatively few, the incidence appears 
much smaller among the former. It is necessary to know for each 
psychosis the age distribution of its incidence and to reduce the 
crude figures accordingly. By doing so it can be shown that there 
are considerable differences between the two generations. We 
have carried through this study for Italians, Irish, and Germans. 
It will be seen that, rather unexpectedly, we find a considerable re- 
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duetion in most cases in the second generation and on the whole an 
approach to the general American standard,”’ 

The problem with which this study is now confronted ean be ex- 
pressed in the following questions : 

a. Does the foreign-born population (Fb) contribute to an un- 
due extent to the population of the hospitals for mental diseases ? 

b. If that is the case, is the higher susceptibility of the foreign 
born to mental disease to be accounted for in terms of **racial’’ 


factors, or is it rather the result of factors other than ‘trace? 
B. MISLEADING STATISTICS 

Before describing the study itself, one must first become familiar 
with the chief obstacles in the path, obstacles which have proven 
to be stumbling blocks in most of the investigations previously con- 
ducted in this field. Reference here is chiefly to the age factor, and 
to the effect of urban-rural differences on the incidence of mental 
disease. 

1. Urban vs. Rural Environments 

The most noteworthy differences in all statisties on the distribu- 
tion of mental diseases all over the world are due, one finds, to the 
differences between urban and rural environments. The cireum- 
stances of city life make the admission of the mentally ill to mental 
hospitals more urgent. At the same time, and probably as a direct 
result, hospital facilities are more adequate in the city. In all prob- 
ability, too, city life actually produces a greater incidence of men- 
tal disease than does rural environment. Failure to take urban 
rural differences into consideration has had, for example, a par- 
ticular bearing on the discussion of mental derangement among 
the Jews. Because of historical conditions, Jews live primarily in 
cities, and statistics which have not taken this fact into account 
have necessarily given a distorted picture of the incidence of men- 
tal disease among Jews. 

Moreover, it can also be shown that different types of mental dis- 
ease are susceptible to the influence of rural and urban environ- 
ments to quite different degrees. We can show this very easily— 
by comparing the figures for dementia precox and manic-depres- 
sion in the United States census of 1923 for patients in hospitals for 
mental diseases. (See Table 1.) 
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TABLE 1. RATIO OF ADMISSIONS OF MANIC-DEPRESSIVES TO DEMENTIA PRA2COX CASES 
IN THE CENSUS OF 1923 


Population of communities Male Female Total 


The manic-depressives are generally believed to show less friction 
with the human environment, less autism and egocentricity, more 
cooperation and contact in the intervals between the worst attacks 
of their psychoses than do the schizophrenics. These differences in 
the psychological structures of the diseases are chiefly responsible 
for the difference in their dependence upon the environment. Thus, 
regardless of the absolute number of patients, one sees a relativly 
larger increase of dementia prwcox and, therefore, a rapid decrease 
of the ratio of manic-depressives, corresponding to increasing sizes 
of the community. 


However, this particular environmental factor does not play a 
decisive role in this study because of the adequate distribution of 
hospital facilities in New York State and Massachusetts, and the 
approximately equal distribution in this area of the two generations 
with which the present study deals. 


2. Age Distribution 

Another fundamental factor which has an important bearing on 
the present problem is the fact that the frequency of mental dis- 
orders in a population group depends to a large degree on its age 
distribution. Although this fact has received some more attention 
than has the former, its importance has never been fully appre- 
ciated. Every psychosis has a characteristic age curve, which 
means that it occurs more frequently among certain age groups and 
less frequently in others. Some mental diseases connected with 
senility, arteriosclerosis, and other phenomena of old age, beset, 
chietly, persons from 45 years upward. Superficial statistics, there- 
fore, show a general increase of incidence of mental disease with 
increasing age. 
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Because psychoses of any kind are a rare oecurrenee in ehild- 
hood, the most frequent method of counterbalancing age differences 
has been to give the rate of incidence per 100,000 population above 
15 vears of age, rather than per 100,000 general population. Such 
a corrected rate is sometimes referred to as a ‘*standardized’’’ 
rate. This correction fails to take into account the profound dif- 
ferences in age distributions in specilic diseases. Moreover, in 
dealing with nativity groups as the present paper will do, it fails 
to take into account the fact that children constitute a far lesser 
proportion of the immigrant or foreign-born population than of the 
native-born population. An example taken from the material in 
the present study will show how inadequate this type of age stand- 
ardization is. 

In dealing with the data on male schizophrenies of Italian de- 
rivation, the rates per 100,000 total population were 27.2 for the 
foreign born and 15.2 for the American born, seemingly indicating 
a large decrease in schizophrenia in the second generation of Ital- 
ian stock. Now, the 1930 census shows that only 214 per cent of 
the whole foreign-born Italian group are children under 15 years 
of age. When only the population over 15 vears of age is used in 
calculating the incidence in the two generations, one obtains new 
rates of 27.8 for the foreign born and 34.2 for the American born. 
This means that the original enormous decrease in the incidence 
of schizophrenia from the first to the second generation now ap- 
pears to have changed to an almost equally enormous increase. As 
will be seen, the latter figures are still based on misleading sta- 
tisties. 


C. THE PRESENT STATE OF THE DISCUSSION 


The earlier literature on the relation of race, nationality, and the 
whole problem of immigration to the incidence of mental disease 
has been dealt with recently by Dr. Benjamin Malzberg. In several 
articles, later published in revised form in his ‘*Social and Bio- 
logical Aspects of Mental Disease,’’* he has given us both an able 
discussion of the earlier publications and much valuable new mate- 
rial based on the experience of New York State with the mentally 
ill. 
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In summarizing previous publications, Dr, Malzberg calls atten- 
tion to the frequently-reported finding that the incidence of mental 
disease among the foreign born exceeds that among the native- 
born white population. Thus, the State Hospital Commission of 
New York State reported in 1912 that **the foreign-born population 
had a rate of first admissions that was 2.19 times as great as that 
of the native born.’ In reviewing the findings of the Committee on 
Immigration and Naturalization of the House of Representatives 
in 1922,* Malzberg reports the parallel figure as 2.85. Malzberg’s 
criticism is that the data reported before the committee are ‘*crude 
rates . . . (which) give a misleading picture’’ chiefly because the 
age distribution was not taken into consideration in computing the 
rate of incidence. 

Dr. Malzberg’s criticism is substantiated by a later report to the 
House committee, in which the ratio was reduced to 1.62 when the 
computation of rates was based on the population of 20 years and 
over. ‘*The original differences were therefore due in large part to 
the sole factor of differential age distribution.’’ (Ref. 2, p. 150.) 

Further substantiation for the point of view that age is a spuri- 
ous factor which distorts comparisons between the native and the 
foreign-born populations comes from Dr. Malzberg’s own work, He 
studied the first admissions to all New York State institutions for 
mental diseases from 1929 to 1931. When ‘*‘crude’’ rates were com- 
pared, the foreign born were found to exceed the native-born whites 
by 96 per cent. But when the rates were corrected for age, the dif- 

| ference dropped to 19 per cent. ‘* When standardized still further 

| with respect to (urban and rural) environment . . . the (foreign- 

born) rate is in excess by only 8 per cent (Ref. 2, p. 170). In inter- 

preting this and other findings which point in the same direction, 
Dr. Malzberg writes: ‘‘It is difficult . . . to believe that differences 
that ean be reduced so rapidly or explained so easily by age (and 
environmental) considerations alone can have any relation to bio- 
logical fitness’’ (Ref. 2, p. 172). 

Malzberg himself takes two more steps in the direction of the 
present paper’s specific problem. In the chapter on ‘‘Race and 
Mental disease’’ (Ref. 2, Ch. VII), he compares the foreign born 
with natives of native stock, studying specifically five distinct na- 
tionality groups—the Italians, Germans, Irish, English, and Sean- 
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dinavians, since *‘it may be suspected even on a priori grounds 
that the rates of mental disease vary among the several foreign- 
born groups’’ (Ref. 2, p. 177). In discussing this study, he writes: 
‘These results afford an interesting check upon the opinions of 
certain writers on race and mental disease to the effect that the 
highest rates of mental disease are lound among the more recent 
immigrant groups, and the lowest among immigrants from north- 
western Europe. Our analysis clearly indicates on the contrary, 
that Italians had lower rates than all foreign-born whites, and that 
their rates were on about a par with those of German and English. 
The highest rates were found among the Irish and Seandinavians, 
the former, in particular, being far above the general average. 
While it thus appears that there are wide differences in the inci- 
dence of mental disease in the several groups, it will be desirable 

. not to focus attention entirely upon matters of race... . Let 
us therefore proceed warily, avoiding superficial inductions and 
viving consideration to cultural factors which recognize no racial 
barriers, (and) are related everywhere to the onset of mental dis- 
orders’? (Ref, 2, p. 207). The last statement is made with particu- 
lar reference to the alcoholic psychoses and to general paresis. 

An even more analytical approach to the problem is taken by 
Malzberg in the study described in Ch. VIIT of his book. Here he 
is concerned with five groups of native-born white of the same na- 
tionality origin as the groups just described. He formulates the 
specific problem as follows: **One may . . . ask whether the imme- 
diate descendants of these foreign stocks differ from each other 
with respect to type and frequency of mental disease, and how they 
compare with both their foreign-born parents and natives of native 
parentage. If race were related to mental disorders in a consistent 
manner, we would expect . . . similar pictures among natives of 
foreign parentage and their immediate ancestors’’ (Ref. 2, p. 208). 
He then discusses the possibility of environmental influences, and 
goes on to say: ‘*The problem may be viewed as a study of the et- 
fects of adaptation to American modes of living. The second gen- 
eration is obviously more akin to native Americans in language, 
points of view, and in social adjustment, especially economic. The 
process of Americanization should result in the second generation 
of foreign born having lower rates of mental disease than the for- 
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| 
| eign born, and they should approximate to those of the native 
| stock’? (Ref. 2, p. 208). 

Malzberg is speaking here of the ‘second generation’’ approach- 
ing the American standard of the rate of mental disease by showing 
a lower rate of incidence than the first generation immigrants. 
| What he has not emphasized is the possibility that the American 
| standard might also be approached from the opposite direction. 
| Certain selected foreign-born groups show originally a lower inci- 

dence in the case of certain diseases than do native-born groups. 
The adaptation of the second generation to the American pattern 

might be manifested in an incidence higher than that of the first 
| generation, thus also approaching the American norm, but from the 
| opposite direction. Such a detailed picture cannot be revealed if 
the material is treated in the way Malzberg has attempted. His 
standardized age rates take age into consideration only in a genera! 
way, but do not take into accurate account the differential effect of 
age on separate psychoses. 

To summarize, then, Malzberg’s great contribution lies in his 
awareness of the two chief factors which heretofore have vitiated 
the studies on the incidence of mental disease among our immi- 
grants and their descendants, namely the age factor and urban- 
rural differences. He has attempted to eliminate the influence of 
both of these factors, and has shown that differences between se- 
lected foreign groups and the American norms decrease, and at 
times disappear, when these factors are taken into account. How- 
ever, in most of his studies, he attempts to eliminate the effect of 
age by caleulating rates of incidence of mental disease in those 
populations in which the probability of appearance of a given dis- 
ease is the greatest, namely age groups over 15, 20, or 45 vears, 
depending on the disease. Further, by breaking up the first and 
second generation psychotic groups into age classifications, he is 
able to show the age factor plays a specific role in the various na- 
tivity groups. He has not, however, given a comprehensive picture 
of the incidence for separate diseases, nationalities, and nativity 
groups which takes into exact account the varying age distribu- 
tions, as the present study proposes to do. He has convincingly 
pointed to the distorting influence of age, but has not succeeded in 
analyzing his data in such a way as to reveal the trends of changes 
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which are actually taking place. The chief difficulty, as Malzberg 
himself points out, is a practical one. The age distributions in the 
available United States Census reports use groupings far too 
coarse for adequate comparisons of rates of mental disease with 
respect to age. For this reason, it was necessary to adopt a new 
statistical procedure, presently to be described. 

This paper’s immediate tasks, therefore, are first to arrange the 
data used by Malzberg in such a way that one can diagnose more 
definitely the trends of changes between the I'b and N groups; see- 
ond, to use new data from another state as a check on the validity 
of Malzberg’s findings as well as on the present findings. 

The following considerations determined the scope of the present 
investigation: 

1. Restriction to areas with sufficiently standardized diagnostic 
and statistical procedures. New York State and Massachusetts 
have cooperated generously in supplying the necessary material. 

2. Restriction to five major mental diseases with sufficiently 
large numbers for analysis of patients in the mental hospitals. Be- 
cause of the widely divergent conditions determining the number 
of patients with the various diseases, separate investigation of each 
disease is indispensable. 

3. Separate investigation of male and female patients because 
of marked differences in the number and in the age distribution 
among male and female patients. 

4. Selection of nationality groups whose members occur in suf- 
ficiently large numbers among the Fb and N groups in the general 
population, and whose membership is clearly determined by the 
United States census. The Italian, Irish and German groups have 
therefore been chosen. 

». Comparison of Fb groups selected according to these princi- 
ples with native-born groups of corresponding foreign origin. 


According to these principles, the writer investigated in New 
York State and Massachusetts the average number of annual ad- 
missions to hospitals for mental diseases in the fiseal years 1929 to 
1931, classified by five major diseases : 
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1. Senile psychoses (Sen) 
2. Cerebral arteriosclerosis (CA) 
3. General paresis (GP) 
4. Manic-depressive psychoses (M-D) 
5. Dementia preecox (DP) 
classified by nationality, 
1. Italian (It) 
2. Irish (Ir) 
German (Ger) 


and classified by nativity, 
Fb and N, 

and finally by sex. 

Thus, the study deals with 2 (states) x 5 (diseases) x 2 (sexes) 
x 3 (nationalities) x 2 (nativity) = 120 separate patient groups (or 
24 groups for each disease). Among these, there are 60 Fb groups 
and 60 N groups of corresponding origin (or 12 Fb and 12 N groups 
for each disease). These patient groups can be compared with 24 
general population groups, 12 in New York State and 12 in Massa- 
chusetts. Among these are, again, 12 Fb groups and 12 N groups 
of corresponding origin, 

While the total number of patients in each separate patient group 
is necessarily dangerously small for statistical computation, inter- 
group checks increase the statistical value of the investigation. 


IL. StratisticaAL PRocEDURES 


From the previous discussion, it is clear that the simple method 
of calculating rates of incidence of mental disease by relating the 
numbers of the mentally ill in the two generations compared to 
those in the total population is entirely inadequate. ‘‘Standardiz- 
ing’’ the rates by relating the number of psychotics to the popula- 
tion 15 years old and over, or 45 years old and over, also gives mis- 
leading results, because the different psychoses show characteristic 
age distributions and also because the two generations with which 
this study is dealing are differently constituted as to age. 

The ideal solution would be to compare the corresponding age 
groups exclusively. However, that would mean the breaking down 
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of the 120 separate groups which have already reached the utmost 
limit of statistical usefulness into 10 times as many age groups. 
Such a procedure would increase the probable errors to excess. It 
was necessary, therefore, to find another method of eliminating the 
age factor in this study. 

The method finally adopted was the following. The five types 
of psychoses with the largest number of patients were selected, 
namely dementia precox, manic-depression, general paresis, psy- 
chosis with arteriosclerosis, and senile psychosis. Then, an at- 
tempt was made to establish typical age curves for these five dis- 
eases. These curves were based on rates per 100,000 population 
for each psychosis, classified by five-vear age intervals. The 
sourees of data were the following: 

a. The United States census of first admissions to hospitals 
for mental diseases in 1923.° 

hb. The 1920 annual report of the New York State Department 
of Mental Hygiene. This gives first admissions to all hospitals for 
mental diseases for that year in the state. 

ce. A similar New York State annual report for 1930. 

‘he results proved to be fairly consistent. The curves for manic- 
depression showed the largest variation, but still were sufficiently 
reliable for the computations. 

The next step was to obtain the age distributions, in New York 
and Massachusetts, of the general population groups with which 
the study had to deal. That means the first and second generation 
immigrants (the Fb and N groups) among Italians, Irish, and Ger- 
mans. The males and females were, of course, treated separately. 
Unfortunately, the only available statistics divide the Fb popula- 
tion into 10-year age groups. For the native born the situation is 
still worse. Between the ages of 25 and 65, the distributions are 
known only for 20-year intervals. An attempt to secure the neces- 
sary data from the United States Census Bureau had to be aban- 
doned because of the high cost involved. Therefore, to get the data 
into the necessary five-year intervals, the writer had to content him- 
self with a mathematical interpolation from the given distributions. 

Now, with all the data in five-year groups, it was easy to com- 
pute for every group and every psychosis the rate of expectation 
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which would take the age factor into account. That is, one could 
compute the rate of admission to be expected from any group ac- 
cording to its age distribution if it behaved like the general popu- 
lation of New York State and the United States with regard to a 


particular psychosis. These *texpectation rates’? correspond, there- 
fore, to what one usually calls the average behavior of the group. 
These rates of expectation were determined separately for three 
standards, namely the United States census of 1923 and the New 
York State censuses for 1920 and 1930. This was done in order to 
make certain that the discrepancies among the three censuses, 


slight though they proved to be, would not influence the results of 
this investigation. 

To summarize, the age curves for the five diseases were used to 
compute rates of expectation, or expected rates of admission, for 
the 24 population groups, based on the age distribution within each 
group. The groups are Irish, German, and Italian; male and fe- 
male; native born and foreign born; in two states, New York and 
Massachusetts. By the time one takes into consideration five dis- 
eases and the general rates of admission according to three cen- 
suses, we have 360 rates of expectation. 

With these 360 expected rates one can now compare the observed 
average annual rate of admissions based in the usual way on the 
population 15 years and over for general paresis, manic-depres- 
sion, and dementia precox, or 45 years and over for cerebral ar- 
teriosclerosis and senile dementia. A reliable picture of the be- 
havior of the 24 population groups ean now be found in the devia- 
tions of the observed rates from the three expected rates, and not 
in the very misleading comparisons between the observed rates 
themselves when these are not adequately corrected for age. 

Since the expected rates mentioned in the foregoing also repre- 
sent the standard behavior of the general American population, the 
relationship between observed rates and expected rates gives us im- 
mediately a plastic impression of how the behavior of the 24 popu- 
lation groups differs from the standard American behavior in re- 
gard to mental disease, and whether and in what direction differ- 
ences change from one generation to the next (from Fb to N). Thus, 
even an increase in observed rates of admission from Fb to N may 
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mean a decrease in the difference between the respective observed 
and expected rates, or in other words, an approach to the standard 
American behavior, 

Let us illustrate by a specific example the effect of the new sta- 
tistical procedure on the results. Our male Italian schizophrenics 
show in the foreign-born generation an expected rate of 24.3, and 
in the native generation of Italian parentage an expected rate of 
34.0. The comparison with the observed rates for the population 
15 years and over (27.8 and 34.2 respectively, as mentioned previ- 
ously) shows that the foreign-born generation is only slightly in 
excess of what was expected according to its age distribution, 
whereas the second generation is virtually the same as the expected 
rate. 

(ne more means is at disposal to enhance the statistical value of 
this investigation. It is easy to determine the standard error for 
the 120 observed rates of admission, and with the aid of this to 
determine the degree of retiability ior the Ceviations of the ob- 
served rates from the expected ones. Thus one can distinguish be- 
tween deviations not reliably higher or lower than the expected 
rates (deviations where the difference between the observed and 
expected rate is less than three times o), and deviations which are 
reliably higher or lower than the expected rates, in other words, a 
rate of admission which is reliably different from the standard 
American rate. 


The data will be presented in several forms: 

1. Tables showing the observed and the expected rates of ad- 
mission for the Fb and N groups for the three nationalities, classi- 
fied by types of disease and by sex, in both New York State and 
Massachusetts. The expected rates are based on three separate 
standards, as already explained. (Table 2.) 

2. A graphic representation of the same material. (Graphs 
LA, 1B, 1C.) 

3. A graphic representation of the differences between observed 
and expected rates for all groups, together with the amount of di- 
vergence to be expected on the basis of sampling—the + Jo range. 


(Graph 2.) 
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GRAPH 1A 
Odserved average annual rates, per 100,000 population, and expected rates of admission ¢, 
hospitals for mental diseases in New York State and Massachusetts, by sex and nativity, 
for selected diseases and nationalities, for the three years ending June 30, 1931 
Standard: U. S., 1923 
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GRAPH 1B 


Observed average annual rates, per 100,000 population, and expected rates of admissions to 
hospitals for mental diseases in New York State and Massachusetts, by sex and nativity, 


for selected diseases and nationalities, for the three years ending June 30, 1931 


Standard: New York State, 192 
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GRAPH 1C 


Observed average annual rates, per 100,000 population, and expected rates of admissions to 
hospitals for mental diseases in New York State and Massachusetts, by sex and nativity, 
for selected diseases and nationalities, for the three years ending June 30, 1931 
Standard: New York State, 1930 
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GRAPH 2 
Differences between observed and expected rates and their reliabilities 
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4. <A tabulation showing the number of Fb groups and N groups 
within a given classification which are higher or lower than the 
standard, together with the reliabilities of the comparisons. (Table 
3 A-E.) 

d). Finally, a table showing the number of Fb-N pairs of groups 
which show discrepancies of a given order. 


A. THE DATA 

‘Table 2 gives the values for the observed and the three expected 
rates and the o values for the 120 groups of patients. 

Graphs 1A, 1B, and 1C represent the same material graphically. 
Graph 1A is based on the U. 8. 19238 census as a standard, while 
1B and 1C are based on the New York State reports for 1920 and 
1930, respectively. Kach graph contains 10 small charts, represent- 
ing the rates for the five diseases in New York and Massachusetts. 
The following scheme is used within each chart: 

a. Each chart combines the admission rates for all 12 popula- 
tion groups investigated for one mental disease in one state based 
on one standard. 

b. The left half of each chart represents the males, the right 
half the females. 

ce. Each half of a chart contains three units of four bars each. 
The left unit always represents the Italian group, the middle one 
the Irish group, the right one the German group. 

d. Among the four bars forming one unit, there are two blank 
ones and two shaded ones partly covered by the blank ones on both 
sides, The blank bars represent the expected rate of the mental 
disease in question. The shaded bars represent the observed rate 
of the same mental disease within the same group. 

e. The two left bars of each four-bar unit always give the rates, 
expected and observed, for the Fb generation. The two bars on the 
right give the observed and expected rates for the N generation. 
Therefore, one whole unit of four bars represents the complete pic- 
ture of the relationship between observed and expected behavior 
in both generations. 

f. The charts represent one more statistical point, namely the 
reliability of the observed rates. The standard error areas are in- 
dicated by the dotted lines surrounding the tops of all shaded bars. 
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The shaded bars in all three sets of charts representing the ob- 
served rates of admission are, naturally, identical. The blank bars, 
representing the expected rates, show some variations correspond- 
ing to the divergencies in the age curves on which they are based. 
The importance of these divergencies will be discussed in the fol- 
lowing section reviewing the differences between the observed and 
expected rates, and their statistical reliabilities. 

A first glance at each one of the 10 sets of charts reveals the 
striking similarity between the results of the investigation in New 
York State and in Massachusetts. Whether one looks at the typi- 
eal distribution for each disease, or at the typical differences be- 
tween the male and female sides, or at the relative positions among 
the three nationality groups, or finally, at the relationship between 
the two generations, one finds essentially the same picture in both 
states. The only marked discrepancies are some irregularities for 
the male and female German groups in Massachusetts, based chiefly 
on the extremely small numbers of admissions for these, the rela- 
tively smallest population groups in the investigation. Statistically, 
this factor is expressed in the large size of the standard error area 
for these groups. 

One more feature in the charts becomes evident at the first glance 
review: the position of the Irish groups. The results for the Irish 
Ib groups are consistent with Malzberg’s findings and show the 
highest observed rates on the male and female sides in senile and 
cerebral arteriosclerosis in both sets. The female groups in both 
sets and the male cerebral arteriosclerosis groups in New York 
State show also by far the highest differences between observed 
and expected rates. However, the senile male group in Massa- 
chusetts is still below expectation by any one of the three stand- 
ards. In the remaining three disease groups, neither the observed 
rates themselves, nor their relationships to the expected rates, show 
any important differences between the Irish groups and the others. 
The importance of these facts must be investigated in the following 
section. 

B. THE STATISTICAL ANALYSIS OF THE DATA 
1. General Survey 

To give a more condensed picture enabling us later to cheek in 

a simple way the changes which take place between the two genera- 
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tions, one may demonstrate, in a new sct of charts on Graph 2, the 
differences between observed and expected rates and their relia- 
bilities. 

For the demonstration of these 860 comparisons, the following 
scheme is used: 

a. The horizontal line indicates the standard expectation. 

b. The bars represent the plus or minus deviations of the ob- 
served rates from each standard, 

ce. ‘The dotted lines enclose the realm of reliability + 3e. 

d. In each pair of adjacent bars, the left one represents the Fb 
group and the right one the N group. 

e. Separate charts for each of the two states and for each dis- 
ease, and the arrangement of sex and nationality within each chart, 
are as in the preceding charts. 

f. The three standards are this time grouped together in each 
chart in the following order: Left, United States 19238, middle, New 
York State 1920, right, New York State 1930. 

‘The charts enable us now to study separately, the changes which 
are going on between the two generations of each nationality group. 


2. Comparison of Observed and Expected Rates nm the Two 
Generations by Three Different Standards 

The discussion returns here to the question of the importance of 
the divergencies among the three standards. The standard based 
on the age rates of the New York State population in 1930, a popu- 
lation which includes 12 of the 24 population groups studied, seems 
to approach the pattern of the population groups more closely than 
does either one of the other two standards. Eighty-two of the 120 
comparisons between the observed rates of the patient groups and 
the expected rates based on the New York State 1930 standard show 
differences which are not statistically reliable, whereas the two 
other standards show only 64 and 67 differences respectively, which 
are not reliable. It could be argued that this relationship of the 
New York State 1930 standard to the observed rates can be sta- 
tistically explained by the fact that the 12 New York population 
groups form more than one-fourth of the entire New York State 
population. However, the admissions to New York State hospitals 
for mental diseases from 1919 to 1921, which form the basis of the 
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New York State 1920 standard, are derived from virtually the same 
stock, since the new influx of immigrants stopped almost completely 
in 1921. There is, however, a close similarity between the New 
York State 1920 standard and the United States 1923 standard. 
This United States standard is derived from age rates of the en- 
tire United States population, of which the present population 
groups form only an insignificant part. The age curves, not repro- 
duced here, show that the similarity between the age rates of the 
United States population in 1923 and the age rates of the New 
York State population in 1920 is greater than the similarity be- 
tween the age rates of the New York State population in 1920 and 
those in 1930. 


Absolute comparison Reliability 
Reliably Not 
Lower Reliably lower reliably 


Higher orzero Equal higher orzero Equal different 
Standard: 
U. 8., 1923 


Fb 30 30 12 2 16 
N 21 38 l 11 20 1 28 
Total 51 68 1 23 32 1 64 
Standard: 
N. Y. 8., 1920 
Fb 39 20 1 17 9 1 33 
N 22 38 8 18 34 
Total 61 58 1 67 
Standard: 
N. Y. 8., 1930 
Fb 36 24 12 6 2 
N 14 46 2 18 40 


Thus, other factors which determine the changes in the age rates 
of the New York State population from 1920 to 1930, seem to play 
a more important réle in the determination of the age rates, than 
does the selection of the United States or the New York State popu- 
lation as basis for the standards. These other factors, however, 
seem to have no bearing upon the very obvious general trend which 


TABLE 3A. COMPARISON OF THREE STANDARDS 
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appears in all three standards used here, because this trend ap- 
pears with the same clarity in all the standards. Looking at the 
absolute comparison between observed and expected rates, one finds 
among the Fb groups a greater (New York State 1920 and 1930 
standards) or the same number of groups (United States 1923 
standard) in which the observed rates are higher than the expected 
ones, as compared with the number of patient groups where they 
are lower. The N groups show clearly a reversal of this trend in 
all three standards. This trend becomes even more distinct if one 
counts only reliable differences between observed and expected 
rates. 
3. Comparison by States 

Comparison by states reveals some marked differences between 
New York State and Massachusetts. Whereas New York State 
conforms very closely to the pattern found in the general compari- 
son with standards chosen, Massachusetts shows, even among the 
Ib groups, a preponderance of observed rates which are lower 
than the expected ones. However, whereas this preponderance is 
very slight: 13 to 17, 14 to 15, 14 to 16, the number of patient groups 


TABLE 3B. COMPARISON BY STATES 


Absolute comparison Reliability 
Reliably Not 
Lower Reliably lower reliably 


Higher orzero Equal higher orzero Equal different 


Standard : 


U. 8., 1923 
N.Y. 
Fb 17 13 9 5 16 
N 12 17 1 9 9 1 11 
Mass. 
Fb 13 17 3 7 20 
N 9 21 2 11 17 
Standard: 
N. Y. 8., 1920 
Fb 2: 7 13 3 14 
N 13 17 6 6 18 
Mass. 
Fb 14 15 1 4 6 1 19 


| 

| 

| 

| 

| 

N 9 21 2 12 16 
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Absolute comparison Reliability 
Reliably Not 
Lower Reliably lower reliably 


Higher orzero Equal higher orzero Equal different 


Standard: 
N. Y. 8., 1930 


Fb 22 8 8 1 21 
N 9 21 2 6 22 

Mass 
Fb 14 16 4 5 21 
N 5 25 0 12 18 


in the N generation showing observed rates lower than expected is 
from two to five times the number of groups showing observed 
rates higher than expected. Thus, the patient groups in Massa- 
chusetts, taken as a whole, start closer to the expected level than 
do the New York groups, but follow exactly the same trend. If 
one considers only the differences which are statistically reliable, 
this trend is even more marked. In Massachusetts, the number of 
Ib groups which are not reliably different in their behavior from 
the expectation is higher than in New York State in all three stand- 
ards. Furthermore, in Massachusetts there is a higher. number of 
N groups which show observed rates reliably lower than expected, 
or which show no admissions at all, than is found in New York. 


TABLE 3C. COMPARISON BY SEX 


Absolute comparison Reliability 


Reliably Not 
Lower Reliably lower reliably 


Higher orzero Equal higher orzero Equal different 


Standard: 


U. 8., 1923 


Male 
Fb 13 17 5 7 18 
N 11 19 6 11 13 
Female 
Fb 17 13 7 5 18 


N 10 19 ] 5 9 ] 15 
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Absolute comparison Reliability 
Reliably Not 
Lower Reliably lower reliably 


Higher orzero Equal higher orzero Equal different 


Standard: 


N. Y. S., 1920 
Male 
Fb 19 11 8 4 18 
N 13 17 5 10 15 
Female 
Fb 20 9 1 9 5 1 15 
N 9 21 3 8 19 
Standard: 
N. Y. 8., 1930 
Male 
Fb 17 13 5 3 22 
N 9 21 2 10 18 
Female 
Fb 19 ll 7 3 20 
N 5 25 0 8 22 


4. Comparison by Sex 


Among the female Fb groups, there is found throughout, in the 
absolute comparison as well as in the reliability comparison, a 
higher proportion of groups on the plus side (that is, groups show- 
ing observed rates which are higher than the expected ones) than 
is found in the male Fb groups. Among the female N groups, there 
is a higher proportion of groups on the minus side than among the 
male N groups. Thus the trend of changes between the Ib and N 
generations shows a wider shift in the female groups than in the 
male groups. 

5. Comparison by Diseases 

The absolute comparison shows very great variations in the pro- 
portion of groups on the plus side and groups on the minus side, 
but only one exception to the rule that the proportion of groups 
on the minus side is always greater in the N than in the Fb groups. 
The one exception to this rule is in the comparison of reliable dif- 
ferences: The general paresis groups show in two standards a 
higher proportion of groups on the minus side among the Fb; and 
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in the New York State 1930 standard, the proportion in both the 
bh and N groups is the same (1 to 2). This fact does not repre- 
sent any inconsistency in the findings, since, as was pointed out 
in the preceding section, it indicates only an approach from the 
minus side to the American standard. Whereas the Fb groups are 
all (United States 1923 and New York State 1920 standards) or 
almost all (New York State 1930 standard) on the minus side, or 
are not reliably different, the N groups distribute themselves more 
evenly on both sides. 

Among the five diseases, the cerebral arteriosclerosis groups 
show by far the highest proportion of groups on the plus side, 
whether one looks at the absolute comparisons or at the reliability 
comparisons. The cerebral arteriosclerosis groups are the only 
ones where the preponderance on the plus side is retained in the N 
generation. The only exception to this is in the New York State 
1930 standard, which shows a shift to the minus side in the N 
veneration. This shift, however, is smaller than the shift in other 
groups. The other extreme, which has just been discussed, is rep- 
resented by general paresis. 


Absolute comparison Reliability 
Reliably Not 
Lower Reliably lower reliably 


Higher orzero Equal higher orzero Equal different 


Standard: 


U. 1923 

Sen. 
Fb 4 Ss 1 3 8 
N 1 11 0 9 ; 

C. A. 
Fb 12 0 9 0 3 
N 10 3 8 2 2 

Gg. 
Fb 1 11 0 9 3 
N 2 10 1 5 6 

M.-D 
Fb 5 7 i) 0 12 
N 4 7 1 0 3 1 8 

Fb 8 4 2 0 10 
N 4 8 2 1 9 


d 
TABLE 3D. COMPARISON BY DISEASES 
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Absolute comparison Reliability 
Reliably Not 
Lower Reliably lower reliably 


Higher orzero Equal higher orzero Equal different 


Standard: 
N. Y. S., 1920 


Sen. 
Fb 4 4 1 3 2 1 6 
N 2 10 0 7 5 
C. A. 
Fb 12 0 9 0 3 
N 10 2 6 2 4 
G. P 
Fb 3 9 0 7 5 
N 2 10 1 4 7 
M.-D. 
Fb 11 1 3 0 9 
N 5 7 0 2 10 
P: 
Fb 6 6 2 0 10 
N 3 9 1 3 8 
Standard: 
N. Y. S., 1930 
Sen. 
Fb 8 + 3 2 7 
N 2 10 0 7 5 
Fb 8 4 0 8 
N 3 9 1 3 8 
G. P. 
Fb 5 7 4 4 6 
N 2 10 1 2 9 
M.-D 
Fb 3 1 11 
N 5 7 0 1 11 
D. P 
Fb 6 6 2 0 10 ) 
N 2 10 0 5 eg 


The senile groups show the widest shifts from a high proportion 
of Fb groups on the plus side to a high proportion of N groups 
on the minus side, in all three standards. 

Manic-depressive and dementia precox groups take a medium , 
position insofar as they show a narrower distribution around the 
standard expectation. This fact is expressed in the high number 
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ot manic-depressive and dementia praecox proups Whose observed 
rates are not reliably different from the expected ones (17 to 22 
out of 24 in all standards for Fb and N together). In other words, 
it is found, with only one exception, that there are never more than 
three groups reliably on the plus or minus side. A comparison be- 
tween these two diseases shows a relatively higher proportion of 
I'b groups on the plus side, with a relatively smaller shift to the 
minus side in the N generation for the manic-depressives, 


6. Comparison by Nationalities 


As was mentioned in the foregoing, the Irish groups hold a con- 
spicuous position according to all three standards, most distinctly 
shown in the reliability columns. The Irish Fb generation shows 
at least twice as many patient groups on the plus side as do 
either of the other nationalities. The Irish keep this unfavorable 
lead also in the N generation, showing a proportion of patient 
croups on the minus side less than half as high as the other na- 
tionalities. However, all Irish groups participate in the general 
trend, a shift from the plus to the minus side in the N generation- 
only slightly in the United States 1923 standard, more markedly 
in the two other standards. 

The German groups have the widest margin in this shift, show- 
ing, in the N generation, plus-minus proportions of 2 to 8,2 to 5and 
to 6 in the three standards, 


TABLE 3E. COMPARISON BY NATIONALITIES 


Absolute comparison Reliability 
Reliably Not 
| Lower Reliably lower reliably 


Higher orzero Equal higher orzero Equal different 


Standard: 


| U. S., 1923 
Tt. 
Fb 10 10 3 4 13 
N 6 13 7 1 9 
Ir. 
Fb 14 6 6 10 
N 8 2 6 5 9 
Ger. 
Fb 7 13 3 4 13 
N 7 13 2 8 10 
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Absolute comparison Reliability 
Reliably Not 
Lower Reliably lower reliably 


Higher orzero Equal higher orzero Equal different 


Standard: 
Rt. 
Fb 13 7 4 3 13 
N 6 14 1 9 10 
Er, 
Fb 14 6 10 4 6 
N 11 9 5 4 11 
Ger. 
Fb 12 1 3 1 1 15 
N 5 15 2 5 13 
Standard: 
N. ¥. 8., 1930 
It. 
Fb 12 8 2 17 
N 3 17 1 8 11 
ir. 
Fb 13 7 9 3 8 
N 9 11 1 3 16 
Ger 
Fb 10 10 1 2 17 


All in all, the three nationalities represent a picture similar to 
the one which is found in Malzberg’s results, the Irish keeping a 
position somewhat above the average, and the Italian and German, 
below; but they all show the effect of the ** process of Americani- 
zation.’’ 


CoNncLuSsIONS 


To make the conclusions more definite, the 60 Fb groups will be 
compared with their 60 corresponding N groups by considering cor- 
responding pairs of groups individually. In this way, one may see 
more precisely the degree and direction of changes which are tak- 
ing place between the Fb and the N generation in the different dis- 
eases, nationalities, states, and in the two sexes. The following 
trends are seen to emerge: 


N 2 18 0 6 14 
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1. The use of the three standards of comparison—the U. S. 
census and the two New York State censuses—does not affect the 
specific problem with which this paper is concerned, since all three 
standards show the trend toward assimilation. Out of 60 possible 
comparisons, there are only two in the 1920 New York State stand- 
ard and the U.S. standard which run counter to the expected diree- 
tion, and none in the case of the New York State 1930 standard. 

2. In comparing the two states, New York and Massachusetts, 
it is found that there are more groups in New York which show a 
decrease in rates of mental disease from the first to the second 
generation in the direction of, or below, the standard of expectation. 
There are more groups in Massachusetts which show an increase* 
in the direction of the standard of expectation, and more differ- 
ences which are not statistically significant. 

3. Sex does not appear to be a determining factor in such 
changes as take place from first to second generation. Decreases 
and increases in the direction of the standard are fairly evenly dis- 
tributed among the male and female groups. 

4. The previous findings with regard to the five major types of 
mental disease are also verified and clarified. Senile psychoses and 
cerebral arteriosclerosis show a marked decrease in the direction of 
the standard of expectation. General paresis tends to show an in- 
crease in the direction of the standard. Manic-depression and de- 
inentia preecox again hold a medium position, manic-depression 
being fairly evenly distributed among increases, decreases, and the 
croups showing no reliable difference. Of the two cases incon- 
sistent with the general trend to assimilation one is found in gen- 
eral paresis, one in dementia prwcox. 

). A comparison by nationalities brings out the fact that 
there is essentially no difference between the Irish groups and the 
other ones. The Irish show more increases toward the standard 
and fewer cases of no reliable difference. However, the Irish male 
dementia precox patients in New York State are the only group 
of the 20 Irish groups showing an unfavorable trend, competing in 

It must be remembered that an ‘‘increase’’ means in this case an approach to the 
American standard from the negative or minus side. This is the case when the Fb gen- 


eration has a rate lower than expected. In order to show assimilation, the corresponding 
N group would necessarily show a higher rate than the Fb group. 
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this with the only other group which does not follow sufficiently 
the trend to assimilation, the Italian male general paresis patients 
in New York State. 

Now, it may be asked whether these results lend any support to 
the assumption that the different nationality groups with which 
this paper is dealing show consistent behavior toward mental dis- 
eases in two succeeding generations. The writer is fairly well jus- 
tified in stating that he cannot discover any such consistency at all. 
On the contrary, the only obvious trend the figures show is the 
trend toward the expected rates, that is, toward the average be- 
havior of the general population of New York State or the United 
States. The present figures show conclusively that the differences 
between the whole life situation of foreign-born and native-born in- 
habitants of the United States and the assimilative powers of the 
common new environment are much more important factors for the 
frequency of mental disease than the membership in a certain na- 
tionality group. 

Our investigation on mental disease among two generations of 
Italians, Irish, and Germans proved this fact. All speculations in 
immigration policy based on a different biological value of differ- 
nt nationality groups as determining the behavior of the following 
generations can find no support in the actual distribution of mental 
diseases. 


2820 Waldo Avenue 
New York, N. Y. 
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AN UNUSUAL COMPLICATION OF CONVULSIVE THERAPY 


Fracture of an Abnormal Acetabulum (Otto Pelvis) 
BY HENRY H. HAINES, M. D. 


Fracture of the acetabulum is an uncommon complication of con- 
vulsive therapy. <A review of the literature reveals relatively few 
cases. Hamsa and Bennett’ reported two cases, not from their own 
treatment series, which they collected in their own review. Robin- 
son and Shelton,’ in their discussion of metrazol therapy in aged 
and infirm persons, reported a case of unilateral fracture of the 
acetabulum in a woman of 68. Other workers (Carp,* Rankin,‘ 
Graves and Pignataro,® Kwalwasser’) report the usual sites of 
fracture, in varying incidence. The dorsal vertebrae, humerus, 
scapula, and to a lesser extent, the femur, are commonly involved. 
No acetabular fractures were mentioned. 

In the cases noted above, normal pelves were injured. Appar- 
ently the normal pelvis is strong enough, in most persons, to with- 
stand the forceful thrust of the femoral head produced by the sud- 
den contraction of the powerful muscle groups involved. ‘The floor 
of the acetabulum, formed by the fusion of the three elements of 
the innominate bone, is thick and sturdy. In certain anomalous 
conditions, such as the one described in the following, the aceta- 
buluim is structurally inadequate to bear even the ordinary trauma 
of normal activity, and additional demands on it are almost cer- 
tain to be accompanied by serious injury. 

The Otto pelvis, more descriptively called intrapelvic protrusion 
of the acetabulum, protrusio acetabuli, deep acetabulum, arthro- 
katadysis, ete., was first described by Otto, in 1824, from a museum 
specimen. Hilt’ reviewed the literature in 1936 and collected ap- 
proximately 80 cases reported, suggesting that it is a relatively 
uncommon though well-known disorder. Rechtman* described the 
condition as essentially a deep acetabulum, with protrusion of the 
inner wall into the pelvis. The acetabular cavity is deep and large, 
the inner wall is thin; sometimes paper-thin. The joint space may 
be normal, widened or narrow. The head of the femur is usually 
of normal contour, but the angle of the femoral neck is decreased. 
He suggests that the condition is congenital, with possible heredi- 
tary factors. 
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Symptoms (pain, limitation of motion) may occur in adolescence, 
or not until middle age, according to the degree of involvement. 
Secondary factors, such as trauma or infection, are often respon- 
sible for the onset of symptoms. Nichols and Shiflett® state that 
the etiology of this condition has not been established and that it is 
not a distinct disease entity but the sequel of various types of path- 
ology. Gonorrhea, tuberculosis, and nonspecific arthritis are of- 
fered as possible etiological factors. In the case reported here, the 
preceding pathology was rheumatic (acute recurrent rheumatic 
fever, with cardiac involvement). Skeletal evidence of rickets was 
present also, 

The progress of the disease is slow. There is moderate destruc- 
tion of cartilage, with preservation of the contour of the articular 
surfaces. Function is disturbed, chiefly of abduction and rota- 
tion, although flexion and extension are involved to a lesser extent. 
The prognosis is poor. Ankylosis may ultimately occur, with relief 
of pain (Levin"’). 

The patient whose case is to be reported, N. F., 17 years of age, 
was a hebephrenic schizophrenic. The duration of his mental ill- 
ness was indefinite, but probably less than one year. He was the 
second youngest of six siblings, of whom five were male. The 
heredity was negative, except for a maternal cousin who was epi- 
leptic. Birth and early development were said to have been nor- 
mal, but at the age of 10 weeks N. F. developed a generalized ec- 
zema which required considerable individual maternal care. He 
was a constitutionally inferior person, both physically and men- 
tally, with a schizoid, introverted personality. During the months 
before his admission, he had developed ideas of reference, ideas of 
depersonalization, and a paranoid trend against a neighbor. At 
the age of 14, he had what was apparently a nocturnal convulsive 
seizure, and three others have occurred since that time. These 
were controlled by medication, or at least did not recur after lum- 
inal therapy, but he showed explosive outbursts of temper at times. 

At the age of seven he had an attack of inflammatory rheuma- 
tism, and his activity was limited for about a year. A short time 
later he had searlet fever, and this was followed by a recurrence 
of rheumatic symptoms. Following the seizure at 14, he was 
‘‘lame,’’ and was hospitalized for several months. He later used 
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crutches for a short time. X-rays taken alter this seizure showed 
no evidence of pelvic injury, and the final diagnosis was ** osteo- 
chondritis.’” Comparison of those X-rays and the present ones 
suggests some progress of the lesion, but this cannot be stated ac- 
curately because of the different techniques and the superimposed 
injury. 

When admitted to his present institution because of his mental 
illness, he had no complaints referable to his joints. Examination 
showed an asthenic habitus, with a pigeon-breast deformity of the 
chest, slight knock-knee, and rather narrow hips. Some limitation 
of motion of the hip joints was present, but this was not measured 
accurately, as the specific disability was not suspected. There was 
a mitral stenosis, well compensated. An _ electroencephalogram 
taken shortly before admission showed no abnormal waves. 

Electric shock therapy was begun, and the patient had a satis- 
factory, uncomplicated convulsion with the first treatment. At the 
second treatment a loud snap was heard when the current passed 
and the convulsion began. When the boy awoke from the postcon- 
vulsive state he complained of pain in both hips, and X-rays were 
taken immediately. 

The pelvis was of the Otto type, with very deep, thin-walled ace- 
tabula which protruded into the pelvic cavity to an extreme de- 
gree. Bilateral acetabular fractures were present. The bases of 
the acetabular cups had cracked irregularly, but there was little 
displacement of the fragments and the heads of the femurs did not 
seem to have been driven into the pelvic cavity to any great extent. 
(Figure 1.) 

No specific treatment was instituted. On the advice of the ortho- 
pedic consultant simple bed rest, without special support or im- 
mobilization, was carried out. The fractures healed uneventfully, 
and at present show good calcification (see Figure 2). There is 
no excess of callus or X-ray evidence of abnormality of the joint 
surfaces. There is a rather marked limitation of motion in ad- 
duction and flexion, but he is able to walk and sit normally, and his 
gait, while slightly waddling in character, shows no inequality. 
Electric shock therapy was not resumed. 

A more careful evaluation of the patient’s history and physical 
status might have suggested the presence of this bone anomaly. 
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Another factor, impossible to evaluate accurately, was the presence 
of an overzealous assistant who restrained the feet and legs more 
firmly than is considered necessary. This counter-force may have 
contributed to the resultant stress and increased it to a degree suf- 
ficient to cause the injury. The acetabular walls were so unusually 
thin, however, that it is equally possible that no precaution (short 
of curarization) would have been adequate. 

The problem of preventing these major complications of con- 
vulsive therapy has exercised many investigators since the treat- 
ment first became popular in this country. Various suggestions 
have been offered, most of them being pharmacologic agents which 
‘ause a paresis of the skeletal musculature so that the convulsion 
is ‘*softened,’’ or lightened to such an extent that its motor mani- 
festations are almost absent. The methods used include spinal 
anesthesia,’ intravenous magnesium sulfate,’ beta-erythroidin hy- 
drochloride’ and curare.’* ** The latter two methods have had ex- 
tensive trial, and in careful hands seem to be safe. The occasional 
posteonvulsive respiratory depression is readily alleviated by pros- 
tigmin methylsulfate or artificial respiration. No traumatic com- 
plications have occurred in cases treated by these methods, and 
Cash and Hoekstra’* consider the use of unmodified convulsive 
therapy unjustified. 

Rankin* has made an exhaustive study of this problem, and gives 
a detailed discussion of the mechanism of metrazol fractures, with 
analyses of the forces involved. He devised ingenious methods of 
restraint which materially reduced the incidence of fractures and 
dislocations in his cases. In the writer’s experience, it has been 
found useful to vary the nature of the restraint to accommodate 
the variations in physical status in different patients.’* Complica- 
tions have been reduced to such a negligible (others will no doubt 
take exception to this adjective) minimum that the use of curare 
has not been adopted. Certain elderly or arthritic patients were 
treated with some trepidation, however, and it is probable that one 
of these modifications will be applied to at least some of the writer’s 
cases in the near future. 
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SUMMARY 


A ease of Otto pelvis (intrapelviec protrusion of the aceta- 


bulum), with bilateral acetabular fracture following electric shock 
therapy, is presented, and the condition discussed. 


A tew representative studies on the problem of traumatic 


complications in convulsive therapy are included, and the newer 
methods of prevention are discussed. 


Rochester State Hospital 
Rochester, N. Y. 
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PHALLIC ELEMENTS IN PRIMITIVE, ANCIENT AND MODERN THINKING 


BY L. R. WOLBERG, M. D. 


One of the most vital contributions of psychoanalysis has been 
the demonstration that at certain levels of mental functioning lan- 
guage is couched in terms of primitive phallic symbolism. The con- 
cept, elaborated so exhaustively by Freud, has helped vastly to 
clarify the meaning of dreams, of neurotic symptoms and of ran- 
dom bits of inscrutable behavior such as occur in everyday life. In 
recent vears, emphasis on character structure has tended on the 
whole to minimize the réle of sexual symbolism in the relationships 
that the individual establishes with the world, with himself and 
with other persons. Indeed, there are those who contend that the 
sexual emphasis has been grossly over-exaggerated and who feel 
that modern man uses symbolic forms totally different from those 
of the primitive to express his basic fears and strivings. These 
forms, it is asserted, need not possess a phallic core, but may de- 
velop from the vast asexual experiences of the individual. 

Another challenge is hurled at the entire concept of phylogenesis 
as related to this alleged persistence in the unconscious of the mod- 
ern adult of primitive modes of thinking. Freud originally con- 
tended that neuroses were really manifestations in our culture of 
an archaic type of function found normally in primitive man. 
‘Whenever the neurosis employs a disguise of this sort, it treads 
the paths once trodden by the whole of humanity in the early stages 
of civilization—paths to whose thinly veiled existence our idiomatic 
expressions, proverbs, superstitions, and customs testify to this 
day.’*? Certain authorities believe that phallic symbolism in the 
modern is not really a phylogenetic residue, but rather a result of 
specific inimical sexual experiences in the early life of the indi- 
vidual. If we accept this latter explanation, the question that arises 
is whether persons who eseape specific inimical experiences are also 
immune from formulating concepts in terms of the genital 
function? 

Among primitives worship of either the crude genital organ or 
of a thinly disguised substitute was a frequent if not universal phe- 
nomenon. There was nothing fortuitous about this and the prac- 


L. R.. WOLBERG, M. D. 279 


tice probably had its origin in ideas of magical protective and ere- 
ative properties of the phallus. For some reason, phallie worship 
waned as culture became more complex, until finally the phallus as 
an object of worship became replaced with more complex syinbols, 
such as other religious objects and deities. Among the ancients, 
for example, worship was accorded to a galaxy of gods, heroes and 
monsters. According to mythological accounts, deities and demons 
actually personify special human qualities, such as fortitude, 
beauty, cowardice or destructiveness. When, however, these ob- 
jects are subjected to a deeper analysis, one discovers the interest- 
ing fact that they seem to have taken over the qualities and charae- 
teristics ordinarily associated with the procreative organs and ae- 
tivities. Indeed, we are led to suspect that Ra, Zeus, Deus, Kronos, 
Jupiter, Neptune, Baal, Amun, Priapus, Mars, Pan, Baechus, 
Adonis, Moloch, Thor and other gods are really representations of 
the male genital. The female principle seems to have been desig- 
nated, among other deities, by Venus, Ceres, Juno, Dioné, Ops, 
Cybelé, Aphrodité, Hippa and Ariadne. This might perhaps ex- 
plain why the same orgiastic, sacrificial and propitiatory cere- 
monies were accorded to these gods as were originally aecorded to 
the phallus in primitive festivals. 

How a god can take over the qualities of the phallus is illustrated 
in the symbol of Venus. On the wall of the mortuary temple of 
King Amen-em-het I at Lisht, there is a hieroglyphic inscription 
of the faleon-headed god Horus presenting an object, the ‘tankh,”’ 
to the king as an offering of eternal life. Any person with anat- 
omiecal knowledge may see in the symbol all the structures of the 
internal female genitalia—vagina, uterus and adnexa. What could 
be more natural than to represent life with that which produces 
life? Later on, the symbol of life was designated by the crux 
ansata which was taken over by the Romans and converted into 
the Christian cross. As such it betokened life everlasting. One 
inay suspect that both the crux ansata and the cross are simplified 
delineations of the female genitalia.* The Syrians and Phoenicians 

*The writer wishes to call attention to the fact that the alternative explanation—that 
the cruz ansata represents the combined male and female organs, and that the cross is 


a symbol of the tripartite male, not the female, genitalia—similarly connotes a purely 
sexual content. It does not seem impossible that the same symbols represented the dif- 


ferent sexes at various times and in varying circumstances. 
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adopted the ‘‘ankh’’ and worshiped it as the emblem of produe- 
tivity. Later the goddess Venus took over the qualities of the 
‘‘ankh’’ and became the personified symbol of love and creation. 

Another example may be seen in the lotus as the sacred symbol 
of immortality. The use of the flower probably was originally sug- 
gested by its resemblance to the blended male and female organs. 
According to an ancient legend, the lotus developed from the two 
basic elements of life, the female element, water, and the male ele- 
ment, fire. Water mingled with the earth and produced the female 
part of the lotus which blossomed into loveliness when it was pene- 
trated by the masculine, fiery rays of the sun. The sacred images 
of the orientals were all related to the lotus; and in Indian myth- 
ology, Brahma developed out of a lotus which in turn grew from 
the navel of Vishnu. In the Egyptian version, the qualities of the 
lotus were taken over by Isis who became the goddess of fecundity. 

The pomegranate was an early sexual symbol associated with 
pregnancy, probably because of a resemblance to the gravid abdo- 
men. There is a myth in which the goddess Nana was impregnated 
by eating a pomegranate. It was for this reason that women cele- 
brating the Thesmophoria abstained from the fruit. Early notions 
of generation considered that function part of the mystery of earth, 
and many of the qualities of the pomegranate were later trans- 
ferred to the Queen of the Underworld, the mother-goddess, Rhea, 
whose name was possibly suggested by rhoia the Greek name for 
pomegranate. 

One may similarly trace the transfer of genital qualities from the 
grapevine to Bacchus, from the fir or pine cone to the Assyrian god 
Baal, from the swastika to the nature goddesses Ceres, Astarté and 
Hera, from the fish to the Brahman deity Ardanari Iswari and 
later to Christ. 

One of the most fascinating stories is that of Osiris who came to 
be regarded as the male principle in nature. According to the 
legends of the Egyptians, Osiris inherited his power from the sun 
which from time immemorial was credited with a mysterious gener- 
ative force issuing from an identification with the primal element 
fire. Fire was consecrated as the ‘‘First of All’’ and the ‘Soul of 
Matter’’ and possessed protective and fertilizing properties. Di- 
onysius of Halicarnassus, for example, tells us: ‘*Romulus com- 
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manded fires to be built by the tents and caused the people to pass 
through the fires for the purification of their bodies.’’ Purifiea- 
tion by the flame was also practiced by the Hindus and Irish; and 
men, women and children and even cattle leaped over or passed 
through sacred bonfires burned annually in honor of Baal, the an- 
cient title for the sun. Legends of impregnation of virgins by fires 
were abundant, and Roman kings believed that they had been 
fathered by the fire-god. The Vestal Virgins were wedded to the 
sacred fire in the temples. The myth of the birth of Romulus and 
Remus told of the impregnation of a slave by a flame that hung for 
some time over a hearth. Accordingly, fire was used along with 
water, the female principle, in Roman marriage ceremonials. Wrote 
Plutarch: ‘* Why do they direct the bride to touch fire and water? 
Is it not because, as among the elements and principles, the one is 
male and the other female: The one constitutes the principle of 
motion, and the other the potency existing in matter?”’ 

Fire thus was a phallic symbol whose properties were taken up 
by the heavenly orb of fire, the sun. The association of the sun 
and the phallus is clearly indicated in primitive symbolism. Even 
today among the natives of the Barbar Archipelago, the sun is rep- 
resented by the figure of a man with an enormous phallus and testes 
who is the subject of orgiastie ceremonials. 

The sun god Osiris was, in accordance with the legendary ae- 
count, wedded by the priests to his sister Isis, who became repre- 
sentative of the female principle in nature. The product of the 
union of the two was the god Horus. Osiris, Isis and Horus be- 
came a popular Egyptian trinity with Osiris the spirit, Isis the 
matrix and Horus the sensible world. In the Egyptian myth, an 
Oedipus theme prevailed; and Set, wicked brother of Osiris, butch- 
ered Osiris in cold blood and buried the fragments of his body in 
remote parts. Isis embarked on a search for the parts, but could 
not find the penis, with the result that she had a wooden model 
made, The phallic significance of Osiris is apparent from the fact 
that he is often represented by images of large conical stones re- 
sembling the male genital. Priapic statues of the god were placed 
in temples; and, up to the time of the Greeks, the festival of Osiris 
gave license to orgiastic practices during which women paraded 
with the god, manipulating a movable phallus as large as his body. 
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Another god revered by the Egyptians was Apis who was wor- 
shiped as a deified bull for his strength and virility. Apis was said 
to have been born of a virgin heifer impregnated by a moonbeam. 
The festivities honoring Apis are thus described by Diodorus 
Siculus: ‘‘In the prescribed 40 days the women only saw him 
(Apis). Standing before his face and raising their clothes they 
exhibited their sexual parts; but the rest of the time it was for- 
bidden them to come into the presence of the divinity.’’ It is obvi- 
ous that the bull-god is another symbol of the phallus and an ani- 
mal form of Osiris himself. The Egyptians believed that the Apis 
bull upon death assumed the heavenly form of the sun-god. The 
Greeks converted Osiris into their own god, Bacchus. Bacchus sym- 
bolized generative power and was allied to and, according to Plu- 
tarch, probably identical with Adonis, the Lord-Father or sun 
deity. Bacchus was pictured as a beast with the head of a man 
and the body of a bull, or simply as a man with bull’s horns. Diony- 
sius, another form of Baechus, was the object of adoration as the 
symbol of sexual virility and power residing in the sun. ‘** Many of 
the Greeks,’’ wrote Plutarch, ‘*make bull-shaped symbols of Diony- 
sius; and the women of Eleans praying, invoke the cloven-footed 
divinity to come to them.’’ 

The unpropitiated longing for and fear of the phallus is the 
theme of many Greek myths. In the legend of the Minotaur, the 
evil beast was only a disguised symbol of dreaded aspects of the 
phallus as seen in his identification with the bull-horned Bacchus. 
Actually, the Minotaur was ealled the Phrygian Bacchus who was 
also considered a representative of the Supreme Being, the sun, in 
the form of Taurus at the vernal equinox. 

Other ancients either created a phallic bull-sun deity of their 
own or adopted him from Osiris. Thus Baal was the Syrio-Phoeni- 
cian god of strength and love, while the Assyrians developed 
Ashur, the winged bull or lion, and elevated him as the male pro- 
genitor of mankind. The Japanese, Chinese and Indians similarly 
had their bull-deities which they associated with the sun-god. 

The goat was also venerated as a phallic substitute. The god 
Khem in Egypt had a goat form and was probably changed into 
an by the Greeks and Romans. Part of the ceremonies at Mendes 
honoring Pan consisted of women copulating with goats. Both 
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IXhem and Pan are believed by many to be altered forms of Osiris 
and Baechus. 

The female genital was represented by female animal forms and 
related to various goddesses. Thus the cow was sacred in Egypt 
and was symbolized by Hathor, Nut, Isis and Nephthys. It was 
also a revered divinity in India. The cat was symbolized by Bast, 
Egyptian goddess, whose car was drawn by scores of cats. 

Most gods had serpentine counterparts. Jupiter often appeared 
as a snake and was believed capable of copulating with goddesses 
and even with mortals. Both Alexander the Great and Seipio Af- 
ricanus were said to have been fathered by the serpent-god. The 
sun-god Ra was frequently represented as a snake who brought 
wisdom, holiness, power, earthly bliss and fertility. The snake 
symbol appeared on the foreheads of Egyptian gods and became 
the emblem of the kings. 

As serpents the gods possessed the same ambivalent qualities as 
did the phallus. This ambivalence was expressed in the theory that 
there were two kinds of serpents; one type beautiful and radiant, 
the other type slimy, loathsome and disgusting. The Gnostic Naa- 
seni later subseribed to this concept and furthermore identified the 
‘*Radiant and Perfect Serpent’? with the Savior. 

The benevolent serpent-gods were symbols of life and were affili- 
ated with the magical creative phallus. They served to promote 
immortality and rejuvenation. They could at will change into ser- 
pents and in this disguised form heal the sick and revitalize the old. 
in India, China and Japan serpent worship was practiced univer- 
sally to appease the gods who took the shape of snakes. 

There were female forms of the serpent utilized as symbols of 
the passive principle of regeneration. The Egyptian goddess 
Neheb-kan, the mother goddess Nazit of Buto, Isis and Nephthys 
had serpent shapes. Rannut, the goddess of fertility and the har- 
vest, and Metseker, goddess of the necropolis at Thebes, were also 
serpents. 


The hideous and evil phallic elements of the serpent were repre- 
sented by corrupted deities who lured their victims to forbidden 
pleasures, then pursued them into the afterworld for torture. There 
are many ancient myths which appear to be the forerunners of the 
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plot of the seducer demon, who in the form of a serpent, caused the 
fall of man in the garden of Eden. 

The struggle of the human being with his unconscious strivings 
and his parental fixations, the eternal battle of morals and flesh, 
were represented as a mortal combat between benevolent godlike 
and gruesome demonic beings. In the Vedic Hymns, the devil is in- 
dicated as the enemy of the god of light, Indra. He is at one time the 
biting serpent, Pani, the bringer of famine, Ahi, the seducer of 
mankind, the author of disaster and corruption. In Persian myth- 
ology, Ahriman, the evil one, fights the solar god, Ormuzd, for the 
mastery of the world. The Assyrian sun-god Merodach was in 
perpetual conflict with the demonic symbol of incarnate evil—the 
creature of darkness who was half-lion and half-eagle, whose claws 
incidentally later appeared in the conventional picture of the devil. 
The Babylonian Baal and Moloch are representatives of Satan who 
called constantly for human sacrifices. Many of these demons were 
really serpents as, for instance, Python who was slain by Vishnu 
because of his sins. Python is a converted form of the god Set, 
evil brother of Osiris, who had been transformed into a serpent by 
Apepi. Ahriman and Zohad had serpent forms. Sin, ‘‘the great 
serpent,’” was often represented with a human head. There are 
. many myths of battles between heroes and serpents which follow 
an Oedipus pattern, such as the tales of Hereules and the hydra, 
Perseus and Andromeda, and St. George and the dragon. 

Both medieval and modern conceptions of the devil are derived 
from ancient ideas of the evil aspects of the phallus. Bacchus and 
Pan are probably the forerunners of Satan and were pictured as 
satyrs with tremendous phalli pursuing beautiful women who strug- 
gled in vain to escape their embrace. The animalistic nature of 
sexuality was depicted by the bestial hind quarters of the gods who 
as satyrs, fauns and centaurs symbolized the guilt-inspiring fea- 
tures of the phallus and sought to violate dainty nymphs and dry- 
ads. In ancient art, one can trace the evolution of the pictorial 
concept of the devil from the phallic satyr and centaur. Satyrs 
gradually sprout horns from their skulls, develop webbed toes, fin- 
gers and large claws. Thus the devil, the projected image of man’s 
sexual guilt, became the debaser, the seducer of mankind, the sa- 
tanie tempter of the innocent, the incarnate spirit of grisly horror. 
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The possibility arises that among the ancients, unlike among 
primitives, overt worship of the phallus no longer had cultural 
sanction and had to be replaced with less offensive symbolic con- 
structions. If this thesis is pursued, one arrives at the conclusion 
that as civilization progresses there is a greater and greater repres- 
sion of gross genital symbols and a displacement to more innocuous 
syinbols, which in their final analysis are phallic representations. 
Thus, with the advent of the scientific era, interest has shifted from 
eods and demons to abstract forms of learning and knowledge. 
‘*Progress,’’ ‘*truth’’? and ‘*knowledge’* have become enshrined 
as modern gods. Is it possible that these abstractions are basically 
refined phallic symbols which have been distorted to appease cul- 
tural demands? On the surface, this conclusion seems far fetched, 
for not even the widest stretch of the imagination would relate ab- 
stractions such as ‘‘truth’’ to the genital organs. Freud, of course, 
long ago pointed out a relationship between ‘*knowing’’ and sexual 
knowledge,’ and his observations have been confirmed by some other 
psychoanalysts.* The study of the origins and use of language also 
tends to corroborate this relationship. For instance, there is a 
reference in the Bible to sexual intercourse as **knowing.’’ In 
everyday talk we speak of a ‘‘knowing lass,’’? of a woman who 
‘knows her way around,’’ as one who is acquainted with sexual 
lore. Nevertheless, there has persisted a general incredulity re- 
garding the phallic significance of abstract concepts. 

Through the use of a technique other than psychoanalysis, 
namely, art production during hypnosis—the present writer was 
able to see in a patient the deep sexual significance of a general pre- 
occupation with ‘‘truth’’ and ‘*knowledge.’’ The patient, an artist, 
had, prior to his breakdown, pursued knowledge with an avidity 
that led him into paths of learning far afield from his chosen pro- 
fession. ‘*Truth,’’ he wrote, ‘‘is the same forever and ever. It is 
eternal. It is uncolored and unaffected by the mind of man. It is 
the life of the soul, the cosmos, God. Truth is like the sun. There 
is only one truth that is the same for everyone forever and ever.”’ 
The pursuit of knowledge to him represented the greatest and wor- 
thiest of occupations, and the acquirement of intellect the highest 
point to which the universe had evolved. As the years went by, he 
familiarized himself with world literature, with sciences and with 


286 PHALLIC ELEMENTS IN ANCIENT AND MODERN THINKING 


great and outstanding individuals in each field, especially those who 
were able to take the knowledge of the ages and mold it into a com- 
plete whole. ‘*I always picture to inyself a time when my work 
being done, my store of knowledge being well filled, I will be al- 
lowed to return to my native land and there with my parents share 
the fruits of my achievements.’’ For some reason, the pursuit of 
truth and learning filled him with vague fears and misgivings. 
**The whole man-made world,’’ he wrote, ‘‘the science-created 
world is an outward sign of man’s defiance—man trying to run 
away, man trying to hide, man trying to protect himself against the 
wrath of creation from the God whom he has offended. The story 
of Adam and Eve tells of the beginning of man’s fall in his search 
for knowledge, his hiding from his creator. It tells of the fact that 
there is no place to hide, for the Lord is everywhere. I wish that 
truth and knowledge were not forbidden. I wish that the efforts 
of human beings to gain knowledge and truth were permissible, to 
paint, to sculpt, to write, to make music. Why are these for- 
bidden?”’ 

The patient’s character structure was oriented around a need to 
conform to the demands and dictates of authority in every form, 
even though this involved self-denial and exploitation. From earli- 
est life, he was unable to assert himself; yet, inwardly, he resented 
the enslavement which was represented by conformity to the de- 
mands and desires of others. He felt a deep resentment against 
the injustice and intolerance that he believed permeated the world 
—a resentment he could never express in any form of aggressive 
act. The only way he could function comfortably was by adopting 
an attitude of detachment in his relationship with others, and, even 
though he craved companionship, a barrier always seemed to spring 
up when he found himself getting too close to people. His work 
and his studies occupied him to the exclusion of almost everything 
else. He remained chaste, rationalizing his celibacy on the basis of 
having little time for matters of self-indulgence. When sexual ten- 
sion became overwhelming, he masturbated, always with a feeling 
of guilt and dread that he had done a forbidden thing, 

His great interest in hypnosis was, it developed, a conviction that 
it would add to his general erudition, for here was a subject of 
which he knew little. He became fascinated with the possibility of 
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learning new things through the study of art symbols that he ere- 
ated in a hypnotie state. For a while it was impossible to produce 
a deep hypnosis because of his detachment. An analysis of the 
hypnotic relationship revealed the same fears of injury and de- 
struction that he had felt in all previous close relationships. It was 
not until considerable work had been done analyzing his fears that 
he developed sufficient confidence in lhiypnosis to attain to deep som- 
nambulistic trances with complete post-hypnotic amnesia. 

Throughout the period of hypnosis, it was apparent from his 
dreams and free associations that he regarded the writer as a 
friendly magical being who had within his possession a priceless 
object that might eventually be given to him. Sometimes he felt 
that the writer might aid him in gaining this ‘‘greatest of all 
things’’ for himself. In dreams, he would stealthily gather flowers 
crowing in a field, or various birds, or insects, or, especially, elon- 
gated inanimate objects. The purpose of his expeditions was to 
gain or collect material for naturalistic study to add to his knowl- 
edge. Each object, he identified hypnotically as related in one way 
or another to a creative principle. Whenever asked under hypno- 
sis to symbolize the dream by a drawing, he almost always depicted 
aman with arms outstretched reaching for the sun. 

Occasionally, he would dream of the same subject as his drawing. 
One of these dreams was as follows: ‘*There is a long road and on 
the opposite end as far back as | can see, the sun is just rising. 
There is a man walking fast to get to the other end of the road. |] 
can see what he wants. I feel the way he feels about things. It is 
as though a human catches fire. As he approaches he becomes more 
and more eager as though his soul is aflame. It is like a sun in an 
illustration that expresses happiness and everything desirable, All 
this tremendous feeling of expectancy is as if it is in anticipation 
of getting something. I reason the way he reasons. I know that 
as fast as he walks he will never be able to reach the sun. It is as 
if there is a feeling of great happiness and joy, but as if all this 
feeling will result in only a tremendous disappointment of being 
unable to reach the sun.’’ Ilis associations were to the effect that 
truth, like the sun, was dangerous, since if one came too close it 
might destroy him. The sun represented everything desirable, 
everything worth striving for. The soul aflame was a feeling of 
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exaltation. All strife in life was worth working for, even though 
the goal might be advancing as one approached. 

In sketching under hypnosis an illustration symbolizing the 
dream, he drew a long road at the end of which there loomed a sun. 
A man was represented walking down the road, but in his path 
there were several barriers. On the left side of the road there was 
a large hand holding a dagger pointed toward the man, while a can 
spilled water over the hand from above. On the other side of the 
road, a huge dragon with mouth agape threatened the man. There 
were three sets of interrupted and jagged lines that the patient 
identified variously as water, fire and heat. The hypnotie associa- 
tions to the drawing indicated that the dagger was a penis held in 
the hand, and this somehow threatened the man. <A closer exam- 
ination of the drawing revealed indeed that the hand held the 
sword much as it would the penis in the masturbatory act. The 
dragon’s tail was like a huge penis, but the head was that of an 
ogress. The rain threatened to drown the man by penetrating into 
his lungs. Rain was a male principle, because it penetrated the 
ground and nourished plants. Heat and fire could also penetrate 
the body of the man. These were the obstacles that impeded the 
man from his attaining to the sun. The sun itself was ‘‘the origin 
of all things, the source of creation, father and the male creative 
principle or penis.’’ 

During associations to the symbol of the hand and dagger, the 
patient suddenly recovered an early dream that had repetitively oc- 
eurred during childhood, but which he had forgotten as he grew 
older. The dream was as follows: ‘I am a small boy. I enter a 
pitch dark room on tiptoes. I feel that T have no business in that 
room, but that I am curious about something and want to gain some 
forbidden knowledge or information. I know where the lights are 
and am now going to put them on. There seem to be lamps of vari- 
ous kinds. I strike matches and light kerosene lamps. I see the 
flames, but these spread no light. The room remains as dark as be- 
fore. There are gas flames, open and with mantles and glass fun- 
nels. These lights burn brightly but spread no light. There are | 
‘candelabras of various kinds. There are electric bulbs of all sizes 
and shapes. I press the buttons and pull strings. I ‘swat’ wall 
contacts. Filaments are glowing white hot, but no light passes 
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bevond the filaments themselves. ‘Oh, I'll find out how to do it,’ I 
say. I continue to try all possible ways of getting light in this 
room. Then all at once I am gripped with fear and with remorse 
of having tried to find out how it is done. Then | realize that my 
doings are being watched by the one who was in possession of the 
secret of making light whose orders | had disobeyed. I also realize 
that my manipulations of the light equipment have caused some ir- 
reparable damage.’’ 

The hypnotic associations to this dream dealt. with the great 
curiosity about what his parents were doing in a room adjoining 
his when he was a child, and with a desire to find out how boys were 
different from girls. As the patient talked about these matters of 
curiosity, he complained that his heart fluttered and that he had a 
sinking sensation in the pit of his stomach. He recalled having 
done something forbidden in a cellar and that his mother chanced 
upon him, shouted at him and that he was suddenly filled with fear. 
This forbidden something was associated with boiling chemicals in 
a tin can over a kerosene burner. 

A suggestion that he remember the dream post-hypnotically pro- 
duced these conscious associations: **It is a peculiar fact that when 
things went wrong with me I always accused myself of all kinds of 
wrong doing. I believed that there was not a thing that I had done 
in life that was not wrong. Especially the fact that I had spent 
most of my life in studies and in the pursuit of knowledge. This 
seems like idle curiosity and wrong doing. I had a feeling similar 
to the one in my dream of long ago where | saw that my desire to 
find out about things had caused irreparable damage.’’ 

At another hypnotic session a suggestion was given to him that 
he would have a dream that evening similar to the dream he had 
had as a child, but which would reflect his present attitude toward 
the situation. A further suggestion was given him that he would 
not remember the dream in the waking state, but would be able to 
recover it under hypnosis. The dream was this: ‘*I was out witha 
creat number of people, and I seemed to have a desire to ask ques- 
tions. I was trying to find out about things. I had been asking 
questions for a long time, and I did find out about some things. 
Some people answered differently than others. I was filled with 
curiosity. T wanted to read about things. Somebody showed me a 
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place that was a library. I was told I could find out some of the 
things I wanted to know, but I was told that | had to get permission 
for this. I was sure that permission would not be given to me so | 
decided to get in anyway. I went there one evening when there 
was no one around. | came into a large room. It was a complete 
circle, but I could hardly see. There were no lights in the room. | 
went to the shelves. Over each section of the shelves there was a 
lamp. I tried to turn on the light. It wouldn’t go on. I tried the 
next light. None of the lights seemed to work. I seemed to be 
afraid because I had no right to be there. Someone came in and 
asked me what I was doing. I told him that I was trying to read 
the books, but that I had no right to be there. This man said it was 
pertectly all right. He stated that I had to know things. The man 
looked like you. He showed me that all the lamps were turned on 
from a central switch so that I was able to read some of the things 
I wanted to know. I read the books and all the things I wanted to 
diseover: how the earth and solar system: came into being, how all 
the various animals came into being. I studied life, the complexi- 
ties of life, how it develops from simple life. Then I read how the 
mind develops. I read the workings of the mind and referred them 
to the central thing in life. I was most interested in life itself; how 
it came to be, how it developed; and then | came to understand 
everything. Everything had its origin in one central fact. I knew 
that nothing could exist except in the sun. The mind had come into 
a state of existence when man was ready for it. The sun was the 
answer to the riddle. [ read many branches of man’s endeavor, his 
thoughts, his philosophy, his religion, but it all eame back to the 
most important thing, the sun.’’ 

The patient received a post-hypnotic suggestion that he would 
have a compulsion to symbolize the dream in a drawing, although 
he would not remember the dream. The next day he presented a 
drawing which was in the shape of a wheel. In the center was the 
sun. Around the center there were arranged a series of lights, 
electric bulbs, kerosene lamps, a Bunsen burner and various other 
types of lights. Outside that was a shadowy line that separated 
the subsidiary lights from eight groups of objects arranged like the 
spokes of a wheel. The first group consisted of a series of cunei- 
form, Egyptian, Greek and Roman letters. These, the patient 
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stated, symbolized language and writing. The next group consisted 
of gears, flywheels and round objects. These symbolized me- 
chanics. The third group was composed of a dinosaur, fish, bird, 
elephant, ape and man. These symbolized the natural sciences. The 
fourth group consisted of a heart, flower, bee, and a man and 
woman holding hands. This group symbolized love and sex. The 
fifth group was composed of a pen, brush, palette, violin and musi- 
cal notes. This group symbolized the arts. The sixth group 
consisted of a retort, vial, Bunsen burner and a beaker. This 
was research. The seventh group was a star, planet, sun, moon 
and telescope. This was astronomy. The eighth group was a 
square, circle and tangent, triangle, mathematical letters and num- 
bers. This was geometry or mathematics. The meaning of the en- 
tire drawing was that it was a wheel of knowledge. The sun in the 
center was the great giver of life and everything came from the 
sun. Without the sun, nothing could be possible. Surrounding the 
sun, were various subsidiary lights each of which shed light on a 
different subject. 

The interpretation under hypnosis was as follows: ** The draw- 
ing is exactly the same thing as the dream | had. The whole draw- 
ing is the circular room in which | wanted to find out the great 
knowledge. In the center is the sun. This is the great light. It is 
truth. It is father. It is the male creative principle. Then there 
are the smaller lights. Each of these lights is shaped like a male 
venital organ and is derived from the sun. Then there is the dark- 
ness, that is the shady part that shuts the light. It is dense in some 
places, not so dense in others. It is my fear. The little truths are 
not complete. They are part of things. There are different things 
that each lamp sheds light on.’’ He then went on to identify each 
of the objects in the various departments of learning as either a 
male or female genital organ. Then he declared that it was neces- 
sary to exhaust all branches of learning to attain to the great truth 
or the sun. But there was a cloud or some sort of barrier that pre- 
vented people from attaining to the sun. 


Later experiments consisted of giving a concept under hypnosis 
and having him symbolize this by drawings. Included among 
these concepts, were suggestions to draw the male and female geni- 
tal organs. The symbols that he used to designate the male organ 
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were flowers, insects, penetrating objects, lamps and most of the 
other symbols he had used in his ‘‘eollecting’’ dreams. There were 
also snakes, a gun and a dagger. In the center was a sun. This 
was the chief giver of life. It was ‘‘father’s organ.’’ Among the 
symbols of the female organ were vases, fruit and round objects. 

On one occasion he was asked to symbolize his own genital or- 

gan. This he drew in the form of half of a sun. He did this he 
said because he ‘‘lacked something.’’ He then started to draw a 
dagger, a heart and house, and he separated the dagger from the 
latter objects by a line. The dagger, he remarked was the de- 
structive aspect of the penis. The heart and house were love, mar- 
riage and a home. The line, he could not interpret. When urged 
to reveal what came to his mind, he hesitated; then he started shak- 
ing and could hardly talk. His pulse rate was markedly elevated, 
perspiration dropped from his forehead, and he presented symp- 
toms of an anxiety attack. Hesitatingly, he recalled a ‘‘horrible’’ 
incident that had occurred when he was five years of age when he 
lived in the country with his mother. He arose one morning from 
sleep and heard squeals and noises in the yard. Mother told him 
they were slaughtering pigs. He was intrigued by the event and 
all day watched the proceedings from the window filled with a 
vague fear. At night time, the slaughtering continued, and he 
wanted to watch it, but it was dark. He brought the lamp over to 
the window and wondered why he could not see what was going on 
outside. All he saw was his own reflection in the window and he 
became afraid. He remembered this fear when he thought of the 
line. The line was the thing that separated him from what he 
wanted—love and a home. It had something to do with a ‘‘de- 
structive thing’’ he had done to himself as a child, and this thing 
involved his genitals. 

It was evident that the patient unconsciously over-evaluated an 
intact phallus, crediting it with all sorts of magical properties in 
the same way that primitives overtly express their attitudes toward 
the genital in phallic festivals and ceremonials. It was further evi- 
dent that he extended the same ambivalent attitudes of overwhelm- 
ing expectancy and fear of destruction to the acquisition of knowl- 
edge on a conscious level as to the acquisition of an intact phallus 
on the unconscious level. Consciously he was completely unaware 
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of the sexual significance of his quest for knowledge. When, dur- 
ing the early stages of the experiment, his unconscious productions 
were presented to him, not as his own ideas, but as possibilities 
thought of by the writer, he scoffed at them as incredible, and he 
always presented a conventional and rationalized explanation of 
his drawings. This intellectual blindness is, of course, frequently 
encountered during psychoanalysis, when premature interpreta- 
tions of unconscious material are resisted as impossible creations 
of the analyst’s imagination. 


Discussion 

One should regard the adult mind not as a product of logical and 
scientific training, but as an integrate of different layers of mental 
functioning. The deeper levels contain symbolizations of a primi- 
tive sort that tincture constantly the logical thinking of conscious- 
ness. This can be demonstrated during free association and also, 
as Cameron has shown, by studies of graphic symbolization in 
adults.*. Adult symbols show unmistakably most of the principle 
characteristics of functional immaturity, such as inadequate fusion, 
incongruity and arbitrary representation of functional relation- 
ships, such as are typical of children. The thinking of children and 
the thinking of adults are not so basically unlike as we might sup- 
pose, and this can be seen when a comparison of adult and childish 
svmbols is made from a functional point of view. The language of 
the adult, with its discriminative verbal elements, structural elab- 
orations and abstraction of details, contains such things as primi- 
tive vocalizations without reference to any specific meaning, and 
also pre-symbolic inflective and tonal patterns. Furthermore, it con- 
tains those early symbolisms acquired by individual experience be- 
fore conventionalized details become standardized symbols adopted 
as the accepted means of communication. 

Among early symbolic forms, are representations which possess 
a phallic content. This is probably because the mysteries of life 
and creation are universal problems of children, and, at an early 
stage of development, it is easy to see how problems relating to the 
parents, the world and to the self may be represented in terms of 
male or female. This tendency will undoubtedly be greatest where 
sexuality has become an inordinate preoccupation of the child and 
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especially where cultural repression, as carried over in the atti- 
tudes of the parents, has placed undue emphasis on sexuality and 
has shrouded it in great mystery and secrecy. Interest in genital ac- 
tivities is, we know, exaggerated in neurotic children, in whom 
genital manipulation may become a particularly important source 
of gratification, and in whom repressive sexual measures are par- 
ticularly traumatic. Asa result, there may be an exaggerated tend- 
ency in the neurotic child to represent attitudes, strivings and goals 
in terms of sexual functioning or in terms of an intact or mutilated 
genital organ. 

Residues of phallic symbolism may subsequently filter into adult 
thinking even in the normal person. This tendency becomes in- 
creased in regressive states, such as in sleep, deliria, neuroses and 
psychoses where it may become a chief means of representation. 
One may be tempted, from this, to conclude without justification 
that all symbolism is in essence sexual symbolism. This is as un- 
sound as a tendency to minimize the importance of phallic symbol- 
ism in the unconscious ideation of the modern adult. 

When one attempts to analyze the meaning of the specific symbol 
as uncovered in dreams, by hypnosis or tree association, he is con- 
fronted with many problems. Does it designate an actual experi- 
ence in the life of the individual or is it a reconstruction of a num- 
ber of early experiences? Is it a representation of character striv- 
ings preceding or existing at the stage of ego development when the 
symbol was first formed, or is it an expression in primitive sym- 
bolic language of adult attitudes and character traits? It is prob- 
able that the phallic symbol represents all of these circumstances. 
For instance, during childhood an extremely traumatie experience 
may, because of its painful nature, be repressed and later may ex- 
press itself repetitively in a pure or disguised manner in the form 
of dreams or neurotic symptoms. The experience, believed to be 
a single trauma, may in reality be a condensation of many trau- 
matie experiences. Such is often the case in an infantile memory 
concerning a threat of castration resulting from masturbatory ac- 
tivitv. Actually the memory may be a condensation of an infinite 
number of experiences brought to a head by a sudden realization 
that castration is a real threat as in the discovery of the differences 
of the sexes. Or the experience that becomes a symbol of a larger 
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number of traumatic situations may be a fantasied experience ap- 
pearing in the form of a **cover memory,’’ as Freud has so appro- 
priately pointed out. The phallic symbol may, furthermore, repre- 
sent a number of attitudes and compulsive drives representative of 
the childhood strivings of the person. It may also signify adult 
character traits elaborated from these childhood strivings. 

How character strivings may be represented in the form of 
phallic symbols is illustrated in the case of the patient in the fore- 
going. While in consciousness he sought ‘*knowledge,’’ uneon- 
sciously he strove to repair his damaged genitality by searching 
for an intact organ. Yet to say that ‘‘truth’’ and **knowledge”’ are 
merely rationalized representations of a penis would reduce the 
situation to unwarranted simplicity. The attainment of an intact 
genital organ appears to symbolize to the patient the fulfillment of 
his self-strivings, his desires to grow, to develop, to be creative and 
to attain to a mature heterosexual goal. His immature sexual de- 
velopment is symbolized by the conviction that he is castrated. His 
inability to express his sexual strivings, however, is merely a facet 
in his general frustration, which includes frustration of ego-striv- 
ings, self-assertiveness and the ability to express aggression. Par- 
ental severity and intimidation tended to create in him a general 
character structure of compulsive modesty, submissiveness, timid- 
ity and subordination. His character traits, his inability to attain 
to heterosexuality and his frustrated ego-strivings all appear to be 
symbolized unconsciously by his idea of phallie damage. 

It is possible, therefore, that the symbol of castration represents 
not only castration in a physical sense, but also a deprivation of the 
chief values and goals of life, and constitutes in itself a condensa- 
tion of innumerable frustrating experiences that have both pre- 
ceded and followed the formation of the castration symbol. <A par- 
ticularly catastrophic situation in which the individual is deprived 
of something vital may consequently be symbolized in the phallic 
language of the unconscious by physical castration. The forma- 
tion of the symbol of castration may originally, of course, have had 
a realistic basis in an actual threat, but it is retained as a vital ex- 
perience to express in an abbreviated form many other difficulties. 
It is important to realize that to the mind functioning at the level 
where thinking is in terms of phallic symbolism, the summation of 
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all catastrophies may be expressed by the removal of an organ 
which is valued for one reason or another above everything else. 
It is often difficult for the adult mind to conceive of things in this 
light, and a great deal of misunderstanding has developed on this 
score. 

We may ask ourselves whether the culture or the phylogenetic 
heritage plays the determining réle in the formation of phallic 
symbols. It is probable that what is inherited is not so much the 
specific symbol as the tendency to proceed through set stages of per- 
sonality and cognitive development. While the early stages of lan- 
guage development are universal among all cultures,* ° the specific 
symbols are probably the result of experiences gathered through 
the senses and organized by the integrative activities of the ego. 

It is, of course, artificial to separate ontogeny from phylogeny, 
since all human beings regardless of culture are exposed to kindred 
experiences. [Every child, for example, is helpless at birth and is 
in need of a bountiful mother to minister to his wants. Every 
child has physiological needs which when unpropitiated result in 
tensions forcing him to adopt conditioned techniques which in the 
past have restored homeostasis. All children are driven by a vital! 
foree to grow, to develop and to attain to a state where they can 
function as independent beings. All are exposed to cultural re- 
strictions in the nature of prohibitions and injunctions imposed by 
loved ones, and all imbibe disciplines and prohibitions in order to 
retain the love and support of the parent. All children are con- 
cerned with the mysteries of birth and creation and with the genital 
organization of the two sexes. All learn that there is a difference 
in status or privilege accorded to men and women and conse- 
quently develop different attitudes toward male and female. 

Probably all children at some time or another in their develop- 
ment symbolize these attitudes in terms of the genital function or 
in terms of the possession or loss of the male genital organ 
which may be looked upon as a symbol of physical intact- 
ness and an insignia of power and aggressiveness. Later on, 
the child may express his fears of abandonment, of injury, 
of destruction, of strength, dominance and dependency in terms 
of phallic loss or possession. In those cultures where sexual 
intimidation exists or where sexuality is over-emphasized, this 
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tendeney will be greatly enhanced. Furthermore, in individuals 
whose personal experiences have led them to over-evaluate the gen- 
ital in a positive or negative sense, the genital organ and sexual 
function may become a chief means of expressing attitudes and 
feelings. These may be expressed as more or less direct sexual 
symptoms, such as sadisin, masochism, impotence, frigidity, pri- 
apism and other genital manifestations. They may be disguised as 
neurotic symptoms such as conversion phenomena. They may be 
more deeply repressed, finding expression in a highly disguised and 
innocuous manner, such as in art forms and literary creations." 
Or, as in the case cited, they may shroud themselves in a mantle of 
abstruse scientific complexity. 


Kings Park State Hospital 
Kings Park, N. Y. 
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ADDITIONAL NOTES ON THE UNUSUAL COURSE IN CERTAIN CASES 
OF MIGRAINE 


BY WILLIAM MAYER, M. D. 


In a report published in this QuarTERLY some time ago,* the pres- 
ent writer attempted to describe a certain rare type of migraine 
which did not end as usual during the involutional period but which 
led to a more or less severe, chronic headache of an unusual variety. 

Since that paper was published, there has been an opportunity to 
study closely two other similar cases; and as these types do not ap- 
pear often, the findings will be reported here. 

The first case is that of a physician, a man of 55 who was inter- 
ested in his own symptomatology. He had suffered for years from 
classical migraine attacks—as had his mother. These had begun 
when he was 21 years old and had ended when he was 52. They 
usually came at intervals of four or five weeks, often appeared to 
come spontaneously, but also often appeared to have been precipi- 
tated by overindulgence in alcohol or nicotine. Bad air in a poorly- 
ventilated room could also bring on an attack; but excitement or 
worry seldom produced them. 

These migraines always began with really heavy pains in the 
left side of the head, pain which, from hour to hour, grew stronger. 
It would last from six to 14 hours, would be accompanied by a gen- 
eral feeling of nausea and, in some instances, by vomiting. Eye 
symptoms were reported only in very rare instances. When an at- 
tack ended, the patient always had a slight euphoric feeling for 
some hours. He seldom complained of headache in the intervals 
between the migraines. 

When this patient was 52, the migraine attacks stopped. He was 
still in good health; there was not the slightest symptom of gen- 
eralized or localized arteriosclerosis; his blood pressure was nor- 
mal. But cessation of migraine attacks after 31 years failed to 
make the patient happy—for he continued to have headaches, al- 
though of a different type. In the last three years, he has com- 
plained frequently to the writer about a ‘‘new sort’’ of headache, 


*Mayer, William: Notes on the unusual course in certain cases of migraine. 
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one not really chronie but coming with great frequency and pro- 
ducing much torment. Instead of being located in the left side of 
the head, as the migraines had been, this was felt in the entire head. 
The patient said the sensation was as if his brain were **burning.’’ 
He would be in an uncomfortable state of mind, not as before for 
six to 10 hours, but for one or two days. In addition to the pain, 
he felt ‘‘as if everything in his head had changed.’’ The writer at 
first considered the possibility of organic changes; but thorough 
and very-otten-repeated physical and neurological examinations 
‘failed to show any pathological signs. As has been noted, his blood 
pressure was normal, and it remained so. 

After a temporary disappearance of these symptoms, they re- 
turned; and, at present, this patient is suffering from an unusual 
type of **numb’’ headache which affects him for one or two days 
each week. While his former genuine migraine could always be re- 
lieved by a combination of acetophenetidin, caffeine and phenobar- 
hital, the present almost chronic headache does not respond to any 
medication, to hydrotherapy or to change of diet. 

The second case is that of an artist of 52. Like the mother of 
the first patient, his mother had been subject to migraine attacks. 
He had had attacks of classical form between the ages of 25 and 49. 
These were at their greatest intensity when he was 39 and 40, then 
hegan to lose their former vigor but still came regularly every 
three or four weeks. Each of these attacks made him ill for nearly 
a day. 

When this patient was 49, the migraines terminated, but a chronic 
ailment followed—a combination of a chronic headache with a feel- 
ing of tension in the occipital region. He would be unable to work 
under these conditions although not violently ill. Ile reported that 
for periods of about a day he would be in a ‘‘peculiar state of 
mind,’’ would have unusual pains and ‘‘ queer feelings in his head,’ 
with these symptoms always followed by really sharp headaches. 
There were no signs of organic change, including none of general 
or cerebral arteriosclerosis. The new headaches were general, not 
one-sided; and these new attacks with their accompanying ‘‘ queer 
feelings’? in the head could not be influenced by the medication 
which had been helpful in treating the former classical migraines. 

It should be noted that both of these patients are of pyknic phy- 
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sique and that both are of cyclothymie temperament, with tenden- 
cies to very mild up-and-down swings. This indicates again the 
connection between migraine and the cyclothymie constitution. It 
is not yet known from what sort of stratum either condition orig- 
inates; and one can only note at present the result of observations 
—not only positive ones, but also those which are negative, that is, 
the nonoccurrence of migranous conditions in schizophrenic or 
schizoid personalities. 

It is not known what causes the change from real migraine at a 
certain age to more generalized headache which is accompanied by 
**queer’’ feelings in the head and a listlessness which makes the 
patient ill in a more chronic way. From the writer’s experience, it 
can only be said that this is not an organic change in a strict sense. 
It can be demonstrated that this is certainly not caused by arterio- 
selerotic brain changes. The question must be asked, however, 
whether it is perhaps not true either that hundreds and hundreds of 
migraine attacks through the years, with their transitory spasms of 
small vessels, or that the regular repetition of conditions of brain- 
swelling, can create a change in the brain tissues which cannot be 
demonstrated by present methods. This might be possible were it 
not for the fact that the peculiar headaches following cessation of 
the migraine attacks may disappear for days at a time, a matter 
which would seem to rule out a brain-change explanation. 

Might it be possible that the disappearance of the migraine at- 
tacks and the elated states following them create a new condition 
for the brain to which it as an organ can no longer adjust?) Might 
this be the reason why the brain reacts with new symptoms? One 
ean only look around for similar cases and try to study them thor- 
oughly until some day—instead of present theories—facts are 
found which will provide the basis for a sounder theory of the ori- 
gin of these peculiar chronic headaches in persons who formerly 
suffered for long periods from genuine migraine attacks, 
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THE ROLE OF RURAL SOCIO-CULTURAL FACTORS IN THE 
FUNCTIONAL PSYCHOSES 


BY NATHAN BLACKMAN, M. D.,* AND SEYMOUR G. KLEBANOFF,* M. 8. 


I. LyrropuctTion 

It is generally accepted that environmental factors play signifi- 
cant roles in the etiology and nature of the so-called functional psy- 
choses. However, recent psychiatric literature contains no studies 
specific to rural socio-cultural factors and their importance in the 
venesis of functional mental diseases. There have been statistical 
studies on the prevalence and incidence of mental illness in rural 
and urban areas by Malzberg,’ Lemkav, Tietze, and Cooper,’ and by 
Roth and Luton.’ Also, Jackson* and Knox and Shirley’ report 
successful attempts at setting up mental health clinies in rural 
communities. 

The basic aim of the present study was to make a rapid survey of 
the dominant sociological patterns of a group of recently admitted 
patients with functional psychoses. An attempt was made to es- 
tablish certain relationships between the salient cultural patterns 
and the psychotic content. It was felt that the rural environmental 
setting brought forth certain specific problems which might assume 
lore meaning when considered in terms of cultural patterns. The 
importance of such general environmental factors as the role of 
the family, the strength of paternal and religious influences, the 
presence or absence of recreational or group outlets, opportunities 
for sublimation and the general tempo of existence must be ac- 
knowledged. The problem becomes one of determining how these 
cultural factors are mirrored in the psychotic patient coming from 
a rural environment. 

The problem of the influence of rural as opposed to urban eul- 
tures upon mental illness was considered. Mere logical considera- 
tions raise such problems as the effect of the slower tempo and 
popularly assumed economic security of rural existence upon indi- 
viduals, Also, does the relative absence of excessive mental strain 


*Since this paper was written, Dr. Blackman has entered active military service as a 
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and the lack of competitive settings protect the prepsychotic per- 
sonality from resorting to an absolute retreat from reality? Is 
there any protective selectivity toward the maintenance of women 
on the farm which safeguards them from confinement in the men- 
tal hospital? Is there any specific effect of migration, from either 
rural to urban or urban to rural setting, upon the mental life of an 
individual? These were some of the problems with which this 
study was to be concerned. 


Il. MetruHop 


All functional psychotics admitted to the hospital between Janu- 
ary 1, 1941, and February 1, 1942, were included in this study. The 
majority of these patients were seen and diagnosed by the authors, 
thus assuring a degree of uniformity in the diagnosis, as well as a 
more intimate knowledge of the patients’ social and psychotie pic- 
tures. Upon a number of these patients, additional information 
was available through the use of various psychological tests, and a 
fairly satisfactory social history was available in most cases. In 
addition, a questionnaire was composed which required only sim- 
ple ‘tves”’ or ‘‘no’’ answers, and probed such fields as early school 
and religious influences, recreational outlets, adjustments within 
the family and their influences on the patient, sex practices and 
taboos, social opportunities, ete. This questionnaire was filled out 
by the patient in the presence of one of the authors. Only a small 
number of these questionnaires was mailed to patients out of the 
hospital while the study was carried out. Although 111 patients 
were included in this study, only 67 patients actually filled out the 
questionnaires. The others were either uncommunicative or other- 
wise inaccessible. The data obtained from the questionnaires give 
us the patients’ evaluations of their socio-cultural backgrounds. No 
attempt was made to influence or suggest the answers. Frequently 
an explanatory paragraph by the patient further explained the 
curt replies. Under the term rural, were included all patients re- 
siding in communities of less than 5,000 persons. 

The data obtained were then evaluated, along with the informa- 
tion gathered from the social and psychiatrie study of each case. 
Although the number of patients in any particular subgroup was 
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too small for a valid statistical interpretation, the leading trends 
were noted and reported as such. A much larger group studied 
over a longer period of time and supplemented by biostatistical 
studies of the general population would be required if one were to 
establish valid statistical conclusions. 


Ill. Resvuts 

Of the 111 patients included in this study, 57 were schizophrenic, 
35 were manic-depressive and 19 were involutional psychotics. Half 
the patients were from rural communities, about equally distrib- 
uted among the three psychotic groups, with a slight increase of 
rural patients in the schizophrenic group. Thirty-two patients had 
more than one admission; 15 of these readmissions were schizo- 
phrenies, 15 were manic-depressives, and two were involutional 
psychotics. The patients from rural areas were slightly older than 
the urban groups. More than half of the rural patients attended 
one-room country schools, whereas only a third of the urban pa- 
tients had attended such schools. Although both urban and rural 
patients felt that their teachers were adequate, the rural patients 
were somewhat more critical of their school opportunities. 

It was interesting that church attendance was reported more fre- 
quently in the urban group; however, it was the rural patients who 
felt it more acutely when church activities were missed. Consist- 
ent with this, was the finding that more urban patients reported 
that their parents insisted that they attend church regularly. 

“ather domination, strong in both groups, was more marked in 
the rural patients. Also, frequent family quarrels and arguments 
were more dominant in rural patients; thus, about half the rural 
patients felt that their family lives were unhappy ones, whereas, 
only a third of the urban patients felt so. Gossip has bothered the 
greater part of the rural] patients, and only a negligible number of 
the urbans admitted being affected by gossip. 

One-half of the rural patients received early sexual education, 
and about the same number admitted masturbation as a sexual out- 
let as compared with only a quarter of the urban patients who re- 
ceived early sexual education and very few of the urban patients 
who admitted masturbation practices. 
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A. SCHIZOPHRENIC GROUP 

The average age of the schizophrenic patient on admission was 
34 years, and only three of the patients in this group were younger 
than 20. The rural patients tended to be slightly older than the 
urban. The rural female schizophrenics were younger on admis- 
sion on the average than the rural male patients, whereas the urban 
female patients were older than the urban males. The rural female 
patients had completed an average of more than 11 grades in schoo! 
as compared with an average of eight for the rural males. 

Church attendance is reported more regularly by the rural fe- 
males, while none of the rural males report regular church attend- 
ance. Practically all the female patients felt-that the church played 
an important part in their lives, but only a third of the male 
patients reported this. 

The home of the rural patient is more frequently dominated by 
the father, and the family life is often an unhappy one. Father 
discipline is much more frequent in the case of the male patients, 
with general parental coercion reported three times as frequently 
by the male patients as by the female. On the other hand, it is the 
rural female who reports many more instances of family quarrels 
than does the male. 

More than half the rural males report sexual experiences prior 
to marriage ; and such experience is the exception in the case of the 
female patients. Most of the rural males are not married, while 
nearly all the rural females are married. Only half of the urban 
females are married, 

The greatest number of shifts from urban to rural communities 
was made by schizophrenics; and of the small number of schizo- 
phrenies who shifted from a rural to an urban environment, all 
were male patients. 

Almost half of the rural females dislike rural life, whereas most 
of the males in the country are satisfied with rural life. Eeonomic 
insecurity is reported with much greater frequency by the female 
patients than by the male patients. 


Sexual ideas were dominant in the psychotie content of the rural 
females, with ideas of guilt and religious preoccupations also rather 
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frequent. Religious motives and sexual preoccupations were usu- 
ally dominant in the urban patient, with guilt ideas relatively rare 
in that group. 

B. MANIC-DEPRESSIVE GROUP 

The average age of the manic-depressive patient was 40 years, 
with the rural patient older than the urban patient. The educa- 
tional level is the same for both rural and urban patients, being 
slightly better than nine grades completed. Church attendance 
was about equally frequent among the rural and urban groups, al- 
though slightly higher for the rural patients, who also disliked 
inissing church more than the urban patients. 

Both rural and urban patients frequently report a happy honie- 
life, with the urban patients reporting this more often than the 
rural patients. The family structure of the urban group is a more 
closely-knit one than that of the rural group; and it is the urban 
patient who feels that his parents lived more happily. On the other 
hand, paternal authority, father discipline and the frequency of 
family quarrels yield no differences between the rural and urban 
patients. 

Premarital sexual experiences are more frequent among the ur- 
ban patients, although early sexual education is more often the 
rule in the rural patients. Of the small number of manic-depres- 
sive patients who shifted settings, practically all shifted from a 
rural environment to an urban one before the onset of the psycho- 
sis. About one-third of both rural and urban groups state that 
they would dislike rural life. There is much more economic inse- 
curity among the rural patients, who are also the ones most both- 
ered by gossip. Ideas of guilt were dominant in the psychotic con- 
tent of rural females, whereas ideas of economic or social inse- 
curity were equally distributed among the rural and urban patients. 


C. INVOLUTIONAL GROUP 

The group of involutional patients, 19 in all, showed an average 
age of 53 years, with the rural patients somewhat older, The educa- 
tional level for this group is the lowest of the three psychotic 
groups studied. All patients of this group feel that the church had 
a profound effect on their lives. Their families are closely knit 
and are rigid groups with marked paternal authority in their 
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homes. The home lives of the parents are reported as predom- 
inantly happy. Premarital sexual experiences are reported in but 
one case, and the group reports very little early sexual education. 
Although slightly higher than the manic group in disliking rural 
life, only a negligible number shifted from a rural to an urban en- 
vironment. Economic insecurity is relatively rare in this group, 
nor are its members bothered by gossip. 

The dominant psychotie content was that of guilt ideas, ideas of 
infidelity and husband-rejection. Suicidal ideas, though frequent 
as the chief complaint, are rarely elicited in the psychotie content. 
The presence of a recent acute threat to their security (economic 
or social) is often found. 


IV. Discussion 


In a survey of this type, it is difficult to diseuss all the findings. 
In the interest of added clarity, only the dominant points will be 
discussed here. The questionnaire responses of the patients were 
generally corroborated by other information available in the ease- 
history. However, in this study, one is dealing with the patient’s 
subjective evaluation of his own cultural background. 


Age 

Consistent with the previous results of Malzberg,’ it has been 
found that rural patients tend to be older than urban patients. 
Malzberg attributes this to the greater distance which the rural in- 
dividual must often travel to reach the hospital, usually located 
in an urban area. In the present study, this cannot be the case as 
the hospital is situated in the center of a rural district (southwest- 
ern lowa) and is relatively distant from urban centers. It is felt 
that the slower tempo of life in a rural community perhaps con- 
dones the manifestation of psychotic or prepsychotic personality 
to a greater extent than does the larger city. Also, it is possible 
that milder aberrations of behavior remain unnoticed in an indi- 
vidual on the farm, whereas the urban dweller, having more daily 
social contacts, would be more readily detected. 
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School 

There is no quantitative difference in the educational levels of 
the rural and urban patients, despite the greater educational fa- 
cilities in the cities. However, half of the rural patients attended 
one-room country schools and do express some feelings of inferior- 
ity with reference to the quality of their educational opportunities. 
Although the rural male patient does leave school earlier than the 
rural female patient, he does so only after he has completed some 
nine grades. In other words, although the rural male adolescent 
becomes useful economically at an earlier age than does the urban 
adolescent, this does not hamper his opportunities for an average 
education. 

Church 

It was found that the church is envisaged as the center of social 
and cultural activity to an equal degree by rural and urban patients. 
In fact, regular church attendance is more frequent in the urban 
areas, With parental insistance upon assiduous church attendance 
being stronger in such areas. This may be explained by the greater 
proximity of the church to the home in the cities. In general, rural 
patients attend church less frequently and do not face the strong 
parental coercion which the urban individual meets. The fact that 
inaccessibility to the church is not wholly responsible for this find- 
ing is demonstrated by the regular church attendance attained by 
the rural manic patient. Fundamental personality considerations 
appear to be important with reference to this factor, since it is pri- 
marily the rural schizophrenic who lacks the required outgoing 
tendencies to attend church. The urban schizophrenic patient, on 
the other hand, does not escape this social obligation as does his 
rural counterpart. Apparently, the rural community will absolve 
the schizophrenic patient from social participation in this and other 
group situations. Such greater tolerance of the schizoid personal 
ity by the rural community was a rather consistent finding in this 
study. 

Family Structure 


The results indicate a more rigid, closely-knit, and more pa- 
ternally-dominated family structure among the rural patients. It 
is not surprising to find the rural schizophrenic patient more toler- 
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ant of the protection offered by such a home setting. However, this 
rural family structure is not tolerated by the rural manic patient 
who more frequently clashes with this type of environment. The 
extreme father-domination observed in the rural homes may be a 
factor in the tendencies of members of the rural manic group to 
migrate away from their original home settings. 


Sex and Marital Life 


The findings that rural individuals admit the higher incidence of 
masturbatory activity and the lower incidence of premarital hetero- 
sexual experiences may be related directly to the absence of ade- 
quate agents of sublimation and the lack of the usual types of social] 
outlets found in urban districts. Also, it is interesting to note that 
early parental sexual education is not correlated with the incidence 
of premarital heterosexual relations, as it is the rural patient who 
reports more frequent early sexual education. The sexual conflicts 
appear to be accentuated in the rural individual who, despite his 
early experience with sexual problems on the farm, must, never- 
theless, inhibit his sexual drive in terms of the prevailing rigidity 
of his environment. 

The most interesting finding with reference to marital status in- 
volves the schizophrenic group. It was found that practically all 
of the rural female schizophrenics were married, whereas this find- 
ing was directly reversed in the rural male schizophrenics. It is 
felt that the role of the housewife on the farm is a more vital one 
than in larger cities and that possibly even the schizoid female is 
encouraged to assume marital responsibilities in rural areas. On 
the other hand, the rural male schizophrenic patient may very read- 
ily maintain a solitary existence as a farmn-hand and is not required 
to conform to the prevailing cultural patterns. It is not rare to 
find in our investigation of the prepsychotie personalities of the 
rural male schizophrenics such statements as, ‘‘He was an ideal 
farm-hand’’ or ** He handled live-stock very well.”’ 


Migration 


There was a definite tendency for the schizophrenic patients to 
migrate from an urban toa rural environment. The manic patients 
migrated in exactly the reverse manner, shifting from a rural to an 
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urban environment. This further corroborates the finding that the 
rural cultural pattern is more compatible with the schizoid type 
of personality. This same rural environment rejects the manic- 
depressive personality or at least prompts him to seek a change 
toward an urban environment. At present, one cannot venture the 
dogmatic conclusion that all migratory movements of populations 
are determined by the basic personality types of their constituent 
individuals. Economic and social considerations must inevitably 
play a major role in such migratory shifts in population, How- 
ever, within this paper’s limited sampling of the population, the 
personality determinants appeared to play an important role in 
influencing the direction of the migratory flow. A consideration of 
hasic personality types should not be overlooked in sociological 
studies of migratory trends of peoples. Indeed, Odegard,® in his 
comparative study of Norwegian settlers in Minnesota, stresses the 
importance of the personality structure in determining types of 
migrants. This problem of migration is accentuated by the present 
war emergency where a hitherto rural district may become rapidly 
industrialized with its concommitent changes in cultural patterns. 
The effects of such changes in cultural patterns upon the individual 
should be considered. 


Socio-Economic Factors 


The rural schizophrenic patient prefers to continue in the rural 
setting despite the fact that he feels greater economic insecurity 
than does the urban patient. Most of this eeonomic insecurity is 
reported by the female schizophrenic patients in rural areas and 
may be explained by the fact that the housewife on the farm as- 
sumes social and economic responsibilities to a greater extent than 
does the rural male patient. On the other hand, it was not surpris- 
ing to find that the rural manic patient dislikes rural life and also 
reports more economic insecurity than his urban counterpart. The 
involutional group did not report economic insecurity to a signifi- 
cant degree. Popular opinion notwithstanding, economic insecur- 
itv was more frequently the rule in rural than urban areas. As one 
might expect, the rural manic patient was conspicuous by his in- 
ability to support the feeling of isolation, the effeet of local gossip, 
and the lack of recreational outlets. 
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Psychotic Content 


The most striking feature was the predominance of guilt ideas 
among the rural manic-depressive patients. In the case of the 
schizophrenie group, sexual preoccupation was more frequent in 
the rural patients, whereas religious motives were dominant fac- 
tors in the urban female schizophrenic patients. The problem 
arises as to what extent the degree of isolation and the lack of suf- 
ficient opportunities for heterosexual outlets in the life of the rural 
schizophrenic may account for this sexual preoccupation. How- 
ever, this is not true for the manic-depressive female living in a 
rural environment who shows less sexual preoccupation than the 
urban manic-depressive patient. Perhaps the threat of gossip, 
which is felt more strongly by the rural manic patient, is respon- 
sible for the relative increase of ideas of guilt. The urban schizo- 
phrenic, however, shows a paucity of guilt ideas as contrasted with 
the rural schizophrenic patients in whose psychotic content guilt 
ideas are frequently expressed. 

It seems that the rural schizophrenic patient, because of his 
creater degree of isolation and lack of adequate means of sublima- 
tion, is preoccupied more frequently with sexual content. The ur- 
ban schizophrenic patient, particularly the female individual, is 
able to transmute or sublimate this content into religious motives. 
In contradistinction, the rural manic-depressive patient, restrained 
by gossip and social taboos, reverts to ideas colored by guilt feel- 
ings whereas the urban manic-depressive patient shows greater 
sexual preoccupation and guilt ideas as well as various degrees of 
social and economic insecurity. 


V. SumMary 
A group of 111 functional psychoties including 57 schizophrenies, 
35 manic-depressives, and 19 involutional psychotics, was surveyed 
as to the salient sociological and cultural factors dominating the 
individuals’ lives. About half of these patients were from rural 
environments. 


1. School opportunities do not yield any important quantitative 
differences between rural and urban groups. 
2. Rural patients miss church attendance more frequently, al- 


though church activities have a greater influence upon them. 
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3. The family structure, closely-knit in the rural environment, 
is apt to be excessively dominated by the father and gives rise to 
a higher incidence of disagreements and quarrels. 

4. Rural life favors the inclusion of the schizophrenie woman as 
an equal into the family structure. The schizophrenic male, on the 
other hand, is enabled to continue his solitary, withdrawn existence, 

). The overwhelming majority of patients who migrated from an 
urban to a rural environment were schizophrenics. On the other 
hand, the majority of those with a manic-depressive diathesis mi- 
grated from a rural to an urban environment. 

6. Economie insecurity is more frequent among the rural pa- 
tients. The degree of isolation and the burden of gossip, so com- 
mon in rural environments, are better shouldered by the schizo- 
phrenic and are supported to a lesser extent by the manic-depres- 
sive patient. 

7. Sex preoccupations were dominant in the psychotic content 
of rural schizophrenics, while guilt ideas predominated in the rural 
manie-depressives and involutional patients. The possibility of 
some relationship between the rural social pattern and the nature 
of the psychotic content has been discussed. 


Clarinda State Hospital 
Clarinda, Ia. 


APPENDIX I 


Questionnaire Responses of Rural and Urban Schizophrenic and Manic-Depressive 


Patients 

Schizophrenic group Manic-depressive group 

Urban Rural Urban Rural 
Number of patients .............. 10 19 14 14 
Mean age on admission ........... 32.0 yrs. 36.7 yrs. 41.7 yrs. 42.8 yrs. 
Mean grade completed............. 9.8 grd. 9.9 grd. 9.3 grd. 9.6 grd. 
Regular church attendance ........ 7 6 9 9 
Parents forced church ............ 7 9 10 10 
Dislike missing church ............ 3 9 5 8 
Paternal domination .............. 4 13 6 5 
Family quarrels frequent .......... 4 12 6 5 
Family closely-knit ............+.: 4 3 13 11 
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Schizophrenic group Manic-depressive group 
Urban Rural Urban Rural 
Premarital sexuality 4 7 5 3 
Admitted masturbation ............ 1 11 2 5 
Parental sex education ............ 3 5 4 9 
Economic insecurity .............. 5 10 4 8 
DY 2 7 2 9 
URMATTICR 8 8 2 
5 6 0 3 
2 11 12 10 


APPENDIX II 


Questionnaire Responses of Rural and Urban Patient Groups 


Urban group Per cent Percent Rural group 

Mean age on admission ............ 36.8 39.1 
Mean grade completed ............ 9.9 9.3 
Regular church attendance ........ 19 66 47 18 
Parents forced church ............. 19 66 58 22 
Disliked missing church .......... 10 34 55 21 
Paternal domination of home ...... 14 48 58 22 
Family quarrels frequent .......... 12 41 55 21 
Premarital heterosexuality ......... 9 31 29 11 
Admitted masturbation ............ 3 10 39 15 
Parental sexual education .......... 7 24 45 17 
Rural to urban ahift 8 28 
CO: PUPAL BRITE — 21 8 
Economic insecurity present ........ 10 34 47 18 
Bothered by local gossip .......... 5 17 47 18 
Number unmarried .............00: 10 34 32 12 

5 9 


NATHAN BLACKMAN, M. D., AND SEYMOUR G. KLEBANOFF, M. Ss. 3138 


APPENDIX ITI 


Questionnaire 
What is your full name? 
What is your age? 
How many grades did you complete in school? 
Did you attend a one-room country school? 
Did you attend a consolidated school? 
How many teachers were there in your elementary school? 
Is there a high school in your town? 
What is the highest grade you completed in school? 
Did you feel your teachers were adequate? 
Did you feel you could skip school when there were certain chores to be done at 
home? 
Did you mind very much when you missed a few days in school? 
How many churches are there in your town? 
What is the denomination of the church you attend? 
Did you attend church regularly? 
Does it bother you to miss church? 
Did you belong to any church clubs? 
Do your parents insist upon your going to church? 
Do you feel that the church has played an important part in your life? 
Do you think interest in the church is declining in your town? 
What is the name of the town in which you now live? 
What is the population of your present town or city? 
Name all the towns you have lived in and the number of years spent in each. 
Does your town have a theater? How many? 
Do you feel you were happy living in a rural part of the county? 
Do you or would you like living in a small town? 
Does your town have a daily or weekly newspaper? 
How many doctors would you say there were in your town? 
Is there a hospital in your town? 
If not, how far would you say the nearest hospital was? 
Do members of your family have frequent disagreements with neighbors? 
Is your father the most important person in your family? 
Do you feel your parents have given you the best education that they could? 
Did your parents force you to accept their ideas? 
Were you permitted to make your own decision while growing up? 
As a youngster were you responsible for certain chores around the house? 
Were there frequent arguments among members of your own immediate family? 
Does your family feel secure economically? 


Do you think your family is a closely-knit group? 


4. 
De 
6. 
8. 
9. 
10. 
12. 
13. 
14. 
15. 
16. 
18. 
19. 
20. 
22. 
23. 
24. 
25. 
26. 
27. 
28. 
29. 
30. 
al, 
32. 
33. 
34. 
35. 
36. 
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39. Do you feel your parents have had a happy family life? 

40. What is your father’s occupation? 

41. Did discipline or punishment in the home come from the father or the mother? 

42. How many persons are there in your immediate family? 

43. When you were young did your father give you an allowance or spending money? 

44. Have you ever had some animal as a pet? 

45. Are you interested in art? 

46. Are you interested in music? 

47. Do you like nature and enjoy long walks in the country or woods? 

48. If vou come from a very small town have you ever regretted this? 

49. Have you ever been arrested for theft of any kind? 

50. Were you ever bothered by gossip in your town? 

51. Do you own or drive an automobile? 

52. Have you had dates with members of the opposite sex? 

53. Are you married? 

54. What amusements do you enjoy most when you go ont? 

55. Have you ever attended public dances in your town? 

56. Have you ever been disappointed in love? 

5 Have you ever gambled in any way? 

58. Did you ever feel you lived an isolated life? 

59. Do you think your town makes a distinction between the poorer and wealthier 
persons socially? 

60. If married, have you indulged in sexual relations before marriage? 

61. If unmarried, have you ever indulged in sexual relations? 

62. Did you receive any sexual instructions from parents while growing up? 

63. Do you feel that one should refrain from sexual activity until after marriage? 

64. Have you ever indulged in masturbation of any form? 

65. What is the attitude of your family toward the problem of sex? 

66. Does your town have a dance hall? 

Do you think your town had adequate recreational facilities for young people? 

68. Do you belong to any social or professional clubs? 

69. When a child how many playmates of your own age did you have? 

70. Did you always spend Sundays with your parents? 

71. How many relatives of yours live in your home town? 

72. What is your occupation? 

73. Do you live on a farm? 

74. If so, do you feel you are contented living on a farm? 

75. Does your farm have tenants? 

76. Does your farm have hired men? 

77. Are there people on your farm who are related to you? 

78. Do you read a daily paper? 

79. Do you read a farm paper? 

80. Do you read a weekly paper? 

81. Do you read a religious paper? 

82. What magazines do you read? 

83. Is it difficult to get farm labor in your town at the present time? 

84. Is there a mortgage on your farm or home? 


w 
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THE PSYCHOLOGY OF IDEAS OF UNREALITY WITH EMPHASIS ON 
FEELINGS OF STRANGENESS* 


BY MORRIS D. RIEMER, M. D. 


A whole series of symptoms can be grouped under ideas of un- 
reality. By far, the most common are feelings of strangeness. 
These oecur in patients with severe neuroses, and in ambulatory 
and hospitalized psychotics. Ideas of unreality represent a severe 
form of the symptom complex; they are accompanied by various 
coneatenations of delusional ideas, revolving upon the central 
theme of unreality. On the other hand, the state of depersonaliza- 
tion probably involves the greatest amount of pathological change 
in the ego. 

Feelings of strangeness may appear in a number of forms. Pa- 
tients complain of a state of **feelinglessness,’’ hollowness, empti- 
ness, lifelessness, deadness, or of being dazed, clouded, and ‘‘away 
from things.’’ They will assert that their clouded or feelingless 
periods increase or diminish at intervals. The dazed feeling may 
become severe enough to interfere with the faculties of coneentrat- 
ing or thinking. 

The patient’s elucidations upon his feelings of strangeness add 
new facets to a better understanding of his symptomatology. An 
accompanying complaint is that of ‘‘not belonging.’’ For example, 
the individual will experience an inward feeling that he is not part 
of the group or that the latter does not accept him. This reaction 
has a great deal to do with a prominent undercurrent of inferiority. 
Inasmuch as the patient ‘‘does not belong,’’ or cannot meet with 
the requirements of those about him, he must necessarily feel un- 
wanted. Such individuals will expound interminably upon their 
inner convictions that they are constitutionally inferior. They will 
present one item after another to rationalize, with apparent evi- 
dence, their ‘‘irreparable’’ shorteomings. They lack insight into 
the fact that they feel inferior because of the sense of not belong- 
ing, but attribute the feeling to defective intellect, physique or 
accomplishments. 


‘Read before the Psychiatrie Society of the Metropolitan State Hospitals, at Brooklyn 
State Hospital, February 26, 1943. 


MORRIS D, RIEMER, M. D. 


One patient repeatedly brought to mind a dream he had had in 
his early adolescence which he said represented the core of his 
nervous disorder, Ile dreamed that he was outside the world—a 
large sphere—and couldn’t get in. Lle associated innumerable dis- 
tressing thoughts and inner feelings of being ‘‘strange’’ and 
‘alone’? with this dream. Like this individual, many sufferers of 
feelings of strangeness speak of a disconsolate sense of being alone. 
iXven in the midst of friends or relatives, this state of loneliness 
will persist and perhaps come more to mind in the presence of large 
crowds. 


On superficial examination, one can readily see these symptoms 


are associated as logical corollaries of one another. A person, who 
feels strange, cannot possibly make adequate contact with the next 
individual. He therefore reacts as if he does not belong, is alone, 
is not acceptable or is inferior. From a dynamic standpoint, one 
can see an active, motivating force which stirs up this whole series 
of symptoms. 

The symptom of strangeness may become anxiety-ridden. Pa- 
tients will say that they do not dare look at themselves in the mir- 
ror because of the fear of their own strange appearance. Others 
refrain from looking at various parts of their bodies. Facing real- 
itv in the most obvious ways, such as rcading the newspapers or 
listening to the radio, is often provocative of anxiety attacks. Such 
persons feel anxiety on meeting other individuals, particularly 
strangers, or so-called *‘important’’ people. 

In their manner, these patients are withdrawn and somewhat de- 
tached. They show marked reserve and rigid characters. In their 
attitudes, they are impersonal, aloof and unable to become intimate 
or free. They usually declare that they cannot show any demon- 
strativeness or affection. The patient’s description of ‘‘feeling- 
lessness’’ coineides with his emotional state. He usually does not 
experience strong affective reactions, such as hate, love, curiosity 
or admiration. There is, likewise, an emptiness about his love-life. 
Such drives as are involved in romance, sensuousness or tender- 
ness, are relatively attenuated. 

Many patients openly declare that they are suffering from feel- 
ings of strangeness. Others may dimly perceive such a difficulty 
or even remain unaware consciously of its existence. The latter 
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type of person falls into the neurotic grouping. Those who mani- 
festly express these complaints display more of the schizophrenic 
elements in their illness. Individuals suffering from frank ideas 
of unreality are clearly psychotic. 

The following abstracts from case histories are reported to indi- 
‘ate prominent findings in the clinical picture. 

Mrs. A. L. suffers from a severely crippling phobia of cancer of 
her right breast. Accompanying this symptom is the sensation of 
‘*hbeing in a fog.’’ When others talk to her, even her nearest rela- 
tives, she finds herself ‘‘away from them.’’ This state of being 
‘‘wrapped up in her thoughts,’’ she believes, has ‘‘been ever pres- 
ent.’’ This cloudiness, she says, allows her to carry on—for she 


’ 


but dimly perceives her discomfort. She presents an ever-smiling 
countenance and attempts to please, in an artificial fashion, with a 
smile and a nod. This individual, who is rather talented, would 
sing and ‘‘go to town,’’ so to speak, in front of a large audience 
and vet remain ‘‘in a cloud’’ during her performance. She would 
hear the applause of her audience as if it came from a distance. 

She is dominated by powerful drives to please her parents. Her 
apparel has to be meticulously arranged, because her father is very 
critical of the least untidiness. Throughout her life, she has shown 
a veritable subjugation of her own individuality to the wishes and 
orders of her parents. This ‘‘way of living”’ she readily accepted 
as appropriate. Her attachment to the family members necessi- 
tates constant worrying about the welfare of everyone, with little 
time for the furtherance of her own interests. When she finds it 
difficult to comply with her mother’s directions, she suffers severe 
feelings of guilt, ‘‘of being an ungrateful daughter.’’ Her six sib- 
lings show similar attachments. 

She traces her feelings of strangeness back to her earliest years. 
She feels strange in her own home. Although she is very attached 
to her parents, they always appear strange to her. She has really 
never ‘‘gotten to know them.’’ Her father, a suecessful business 
man, is an unusually reticent, unapproachable and moody person. 
At home, he sits about for hours without uttering a word. She 
-annot speak to her father unless he talks to her first. If she has 
to make any request of him, she immediately ‘‘clouds up.’’ She 
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cannot remember being embraced or shown any demonstrativeness 
on the part of either of her parents. 

During her early childhood, her mother assisted her father in his 
place of business. The home, for many years, seemed bleak and 
empty. Both her father and mother would remain away until the 
late hours of the evening, so that she did not see either parent for 
days ata time. Her mother is an over-aggressive, domineering and 
fault-finding person. The patient’s acts constantly meet with her 
criticism. Rarely, if ever, is she encouraged or reassured. Here 
again, the patient experienced persistent thwarting. She does not 
dare discuss any intimate matters with her mother lest she be 
rebuked. 

By their abnormal characteristics, their absence from home and 
the lack of display of affect, the parents of Mrs. A. L. provided a 
barren soil for the development of security and a feeling of belong- 
ing in their daughter. She can hardly believe her eyes when she 
notices that some one shows her signs of affection or sympathy. 

She remarks that she feels as if she has *‘never grown up.’’ She 
cannot realize that she is an adult, a wife and a mother. The same 
clouded state comes up in her relationship to everyone, her par- 
ents, husband and son. Because of the disturbing fear of cancer 
of her breast (which has persisted since her marriage), she cannot 
embrace her son or permit close bodily contiguity between her hus- 
band and herself. She displays an unusual prudishness and aver- 
sion to sexual matters. 

A second patient, a married woman of 36, suffering from agora- 
phobia, reports that she has not been able to read any newspapers 
or listen to the radio for the past three vears because of a fear of 
seeing or hearing about anything that has to do with death. At 
night, she may suddenly scream out in the midst of her sleep be- 
cause of an overpowering fear of dying. To save herself from dis- 
tressing ideas, she ‘‘chases all her thoughts out’’ and consciously 
tries to develop a blankness of her mind. Often, she feels as if she 
were in a trance. When spoken to, she may shake her head in 
agreement but not be able to concentrate or to follow any of the 
statements of the other person. She suffers from a severe fear of 
being alone, a sense of not belonging and strangeness. 
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This patient has a strong misanthropic disposition. She be- 
lieves that people are not to be trusted. She experiences resent- 
ment toward her neighbor for being able to walk about, and she 
feels justified in her attitude. She, likewise, resents her husband's 
ability to travel. 

When disturbed by acute anxiety, she insists that her husband 
stay at home with her. In this manner, she greatly hampers his 
freedom and impairs his income. She experiences a strong revul- 
sion toward anything even remotely associated with sexuality and 
will display a terrific outburst of hatred toward her husband if he 
attempts to caress her. 

As a child, she did not play with other children or even visit their 
homes. Her mother did not permit her to go out but insisted that 
she perform the various household duties. As the youngest of six 
siblings, it fell to her lot also to take care of her mother, who re- 
mained in bed most of the time complaining of bodily pains. The 
mother inculeated ideas that it was wrong to associate promiscu- 
ously with others and that people, particularly men, were mean and 
brutal. She supervised her daughter’s every activity and was reg- 
wlarly over-anxious about her food, dress and sleep. The patient 
slept with her mother until the very day she was married. Her 
mother was undemonstrative, totally lacking in any outward dis- 
play of affection, reassurance or sympathy. 

Her father, she states, was a most peculiar man. He would come 
and go into the home without uttering a word to any of his chil- 
dren. This marked and unusual disregard of his offspring engen- 
dered a strong hatred in the patient toward him and all men. She 
necessarily could not make the slightest contact with her father and 
does not recall ever experiencing any kind feelings toward him. 

In this individual’s childhood, one can readily see a most erip- 
pling parental milieu. She did not go through any of the childhood 
experiences of other children and failed to enjoy a play life, or the 
warmth and security of stable parents. On the contrary, she was 
forced during her very early years to assume the role of mother to 
her own mother and was weighed down with responsibilities that 
she wasn’t in the least equipped for. 

To spare herself intolerable suffering, she found that her feeling 
of estrangement, which her environment promoted, served another 
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purpose. It helped to shield her from repetitions of these tragic 
frustrations. By using her very strangeness to make herself feel 
as if **nothing mattered,’’ she found that she was able to carry on. 

‘The third case is that of a 21-vear-cld woman, admitted to Brook- 
ivn State Hospital, January, 1943, with syinptoms of a clouded 
mental state and a ‘‘fear of insanity.’’ She had been treated at 
the Psyehiatric Clinic of the Israel Zion Hospital for a number of 
months previously. Now, she cannot look into the mirror because 
she becomes disturbed over the appearance of her face. She con- 
stantly feels her hands and forearms and remarks that they are 
‘*not the same.’’ At home, she had arguments with her mother and 
sister because she insisted that she was ‘‘different.”’ 

‘he patient is the third of four siblings. The oldest is a married 
brother who is presumably not suffering from any nervous symp- 
toms. The second is a married sister, who, the patient says, is 
‘*nervous.’’ Her youngest sister is a patient at Brooklyn State 
Hospital, suffering from dementia precox. 

This patient’s present complaints appeared six months before 
her hospital admission. She becomes quite **mixed up,’’ as she 
puts it, suffers severe headaches and dizzy spells, and cannot con- 
centrate. Her thinking is also markedly interfered with. . She says 
that she knows what she wants to say but **suddenly cannot ex- 
press herself.’’ She becomes fearful lest she **go insane”’ like her 
sister. 

For the past year, she has been unable to listen to war news over 
the radio or to concentrate on material in the newspapers. She re- 
calls that she has always been afraid to listen to mystery or murder 
stories. For over a year, she has not been able to sleep alone, and 
she reexperiences an anxiety of her childliood—a fear of the dark. 
Until the age of 12, she slept with her imotucr, Olten, she was 
afraid to be left alone in the house. During her childhood and ado- 
lescence, she was constantly forgetful, extremely self-conscious and 
sensitive. She associated with only a few select friends. She 
could become friendly with girls who were reserved and ‘refined. ”’ 
Throughout her adolescence, she despised the girls who ‘‘hung 
around the clubs”’ or those who were less restrained than she. She 
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has a strong feeling of superiority over tlie others inasmuch as she 
has special training in art, enjoys listening to lectures and visiting 
museums. 

Throughout her hospital residence she has constantly asked for 
reassurance that she will not ‘*go insane.’’ She displays a some- 
what immobile, expressionless facies and appears to be superficial! 
and dull emotionally. She is receiving electric shock therapy and 
has difficulty in recollecting past events. She remarks, in this con- 
nection, that she is happy not to be able to remember, because **‘ the 
events of her life have been full of suffering.’’ 

Her mother is a quiet, unassuming and reserved person, The pa- 
tient says that her mother is the domineering person at home. She 
is overprotective, anxious and ‘‘worrisome.’’ The patient does not 
appreciate the frustrating elements in her mother’s personality but 
rather has a tendency to deify both her parents as sublime. The 
mother, on being interviewed, says that she and her husband are 
individuals who mind their own business and keep to themselves. 
She remarks that her daughter, likewise, is a quiet girl who *‘never 
talks back,’? does not show much interest in members of the oppo- 
site sex and has only one or two regular girl friends. 

Not much information can be gathered about the father from the 
patient because of her strong tendency to over-evaluate him. From 
the evidence at hand, however, it appears that he is rather an in- 
hibited individual who cannot emanate sufficient affect. Moreover 
the story of the patient sleeping with her mother until the age of 
12 is indicative of a prominent inadequacy in the love-life of her 
parents. 

The prominent findings in this patient are her fears of the dark 
and being alone, delusional ideas of the strangeness of her body, 
and cloudiness with accompanying inability to think or concentrate. 
Her forgetfulness has continued from earliest childhood. The 
childhood parental environment was apparently quite lacking in the 
necessary affective elements that make for the well-being and se- 
curity of the child. 

The childhood milieu of these patients seems to be of prime im- 
portance. The paramount lack of response of one or both par- 
ents throughout the childhood period of the individual speaks for 
a long, continued, tragic series of traumata that stunt the growth 
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of the ego. The child who is unable to make any contact with a 
cold, threatening or abusive parent, and who cannot find much so- 
lace in any other guardian, must experience intolerable feelings of 
insecurity—his parents are really not known to him, neither does 
he become secure enough to investigate his environment, siblings, 
companions, school or play. Everything about him assumes the 
feeling of strangeness. 

One finds, in effect, that these individuals do not develop any in- 
timacy with their parents or siblings. Concomitantly, a sense of 
freeness to carry on is lacking. Because of the apparently disap- 
proving parents, these children have to perform only that which 
they think their parents will not disapprove of. Many of these 
children, in the desperate effort to obtain some parental approval, 
become extremely obsequious, not daring to speak up lest they 
cause offense. 

The feeling of strangeness is a symptom that has a number of 
stratifications. The fundamental factor, as already indicated, is 
the actual strange behavior and lack of affect of the parents. The 
child, then, because of its continued frustrations begins to fear an 
invariable repetition of the same denials from its elders and de- 
fends itself by becoming withdrawn. It finds, that ‘‘acting 
strange’’ is a protective measure. In this way, the child cannot be 
criticized for asking or making demands. A patient said she felt 
safe while she experienced no feelings; for this reason she es- 
poused an intellectual life for herself rather than one of ‘*maudlin 
emotionalism.’’? Another patient spoke of herself as an automaton. 
She would do her work, which was tedious and routine, because it 
was ‘fas if she wasn’t doing it.’ She also aimed to cultivate a 
purely detached feelingless state so that she could overcome all 
anxiety. 

Feelings of strangeness are valuable defense measures in that 
they diminish anxiety. In the cases described, the patients reveal 
that they can carry on much better because the suffering is lessened 
while they are in clouded states. Many individuals consciously 
hold to a blankness of the mind to shield themselves from anxiety. 


The feeling of strangeness, then, has as its nuclear source the 
long-drawn-out, barren parental contact; secondarily, its presence 
is utilized, usually unconsciously toward anticipated noxious stim- 
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uli of the same kind. Later, it is elaborated upon in the daily life 
of the individual, in various rationalizations, as a means of miti- 
gating anxiety. 

Feelings of strangeness serve still another defense measure in 
that they help to build up an illusion of superiority. The latter is 
accomplished through the very avoidance of people. The patients 
believe that most persons are unworthy of their association. In 
this manner, an unusually inflated pride surges through the indi- 
vidual. The least questioning of his apparent perfection brings 
about a reaction of pain. To hide immaturity, feelings of strange- 
ness serve as excellent means of covering up underlying inade- 
quacies. 

To recapitulate, feelings of strangeness have the following 
dynamics. 

1. They originate in an estrangement from the parents because 
of the parents’ bankrupt affect. 

2. They, secondarily, are invested as a defense to ensconce the 
individual in a protective shell that diminishes anxiety. 

3. These feelings engender an unreal illusion of superiority. 

4. They are excellent dissimulating agents for underlying 
defects. 

Strong anxiety reactions, as already indicated, may appear. 
Often, they present themselves as fears of dying. Much of the 
fear of death may be actually due to the deadening sensation that 
many patients experience throughout their bodies. Another dis- 
turbing anxiety is the fear of ‘‘insanity.’’ The latter is possibly 
provoked by an associated fear of screaming out. The most com- 
mon anxiety is the fear of ‘being left alone.’’ The fundamental 
counterpart of these various fears is the basic insecurity which reg- 
ularly comes to the surface, with the least breakdown of the 
patient’s defenses. 

Feelings of strangeness can be found in most sehizoid individ- 
uals. Usually, they do not appear as a presenting complaint, 
neither are they reported by the patient even after repeated inter- 
views. This is due to the fact that the reaction of being detached 
involves the whole personality. Schizoid individuals, knowing no 
ether way of living, fail to record the condition, per se, as unusual. 
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Others, however, who have undergone sudden disruptions of their 
ego structures, are able to realize the experiencing of these 
phenomena, 

In searching for the childhood influences that determine the se- 
ries of symptoms associated with feelings of strangeness, one must 
he cognizant of the general tendency of neurotics to deify their 
parents. Most of them will not be able to realize the absence of 
affective support in their childhood unless they gradually are en- 
abled to find a point of comparison through the deposition of suf- 
ficient reality appreciation in their general conscious orientation. 
The parents, likewise, will often be unable to furnish anamnestic 
data as to their own limitations. 

The psychological facts responsible for feelings of strangeness 
operate to a much greater degree in individuals suffering from 
ideas of unreality and depersonalization phenomena. One might 
conclude that a correspondingly greater amount of injury to the 


ego has occurred in the latter cases, through an even more crip- 


pling childhood environment, or perhaps a more vulnerable consti- 
tutional endowment. 

Ideas of unreality establish a still greater defense for the ex- 
tremely insecure and weakened ego. One frequently finds that par- 
ents of such patients were psychotics, criminals, drug or alcohol 
addicts, or that the child was thrown around from pillar to post 
without adequate affective support for any length of time. 

From the clinical material, it appears that individuals who do 
not establish an adequate affective relationship with their parents 
remain immature. The vital support that is necessary for the emo- 
tional development of the person is missing. The stunted ego influ- 
ences the reality-sense of the patient. Remaining at an immature 
level in his characterological growth, he regularly reproduces im- 
mature settings so that the world continues to be peopled by the 
same overpowering, unyielding persons that he saw in his parents. 
Reasoning and judgment cannot sufficiently alter his illusions. 
Floundering in a world of unapproachable giants, the victim of 
such a tragedy of childhood can only look upon himself as a lost, 
strange little fellow. 
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CONCLUSIONS 

1. An attempt has been made to correlate a group of symptoms 
that usually appear with feelings of strangeness. They are: a feel- 
ing of not belonging, inferiority feelings and a tear of being alone. 
ears of death and *tinsanity’’ are frequently encountered. 

2. Every individual, instinctively or biologically, requires at- 
fection, in the same manner that he requires air and food for the 
maintenance of his well-being. When the affection is not forth- 
coming from his parents, the child becomes starved or insecure. In 
his great hunger, the child looks eagerly about but can only ingest 
a consistent emptiness of affect that he finds in his parents. Therein 
lies the origin of the complaint of ‘tfeelinglessness’’ or strange- 
ness. A child can only respond with suilicient feeling when it has 
absorbed adequate quantities from its environment. The findings 
of the absence of affective support are usually not elicited. In 
fact, information to the opposite effect is frequently obtained. The 
latter will be found to be the product of parental deification and 
the reaction formation in parents against their own deficiencies. 

3. Asa means of compensation, the very disagreeable feeling of 
strangeness is boldly employed by the organism as a protective 
measure against anxiety. Its fabric likewise infiltrates into the 
whole personality, inducing an artificial and affectless makeup, 
with a corresponding impersonal demeanor. 
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CONCERNING A STATISTICIAN’S PENCIL 

There is a fundamental ingredient lacking when one eultivates animal 
tissue in a test tube—the tissue is living, but only in the narrowest and most 
technical sense. So also there are vital elements to all our complex human 
organizations—elements which no amount of technical perfection can sub- 
stitute for or supply. 

At a recent dinner given by his colleagues to honor Horatio M. Pollock, 
one of the speakers noted in a facetious vein that no sooner had Dr. Pol- 
lock’s retirement as director of New York’s mental hygiene statistics been 
announced than batteries of caleulating and tabulating machines were being 
installed to do the work that had been performed by the director of statistics 
with his faithful pencil. The humorous reference implied more than that 
the good doctor was a prodigious worker. It inferred, though not overtly, 
that his work had been a labor of love. And those acquainted with Dr. Pol- 
lock saw this and might also see in it the implication that his tabulations 
contained a secret code, a cabalistic formula which, when spelled out and 
deciphered contained the creed of Abou Ben Adhem: ‘‘Write me as one 
that loves his fellow-men.”’ 

Somehow, this creed found a place in Dr. Pollock’s tabulations. While 
he worked with his pencil, he pondered. The things he was doing grew 
alive under his touch. They became the incentives to advancement, im- 
provement. A warm sympathy for humanity was never concealed by the 
long columns of Dr. Pollock’s figures. 

The magical ingredient which it is not entirely fantasy to see in the De- 
partment of Mental Hygiene’s past statistical records, can be viewed plainly 
in the preoceupations of the retired statistician. They were, among others: 
teaching, public education in mental hygiene, home care of patients through 
the boarding out system, and better ways to aid the feebleminded to have 
more useful lives. Like Abou Ben Adhem, the man with these preocecupa- 
tions loved his fellow-men. Love for his fellows ean be found like a silver 
thread running through the warp and the woof of his plan of life. That is 
why Dr. Pollock was not just a compiler of statisties, not a mere wizard with 
numbers and fractions. There are plenty of such wizards in the offices of 
our insurance companies and other corporations. Their work is useful, even 


necessary, in our world of business and science, but what impact do their 
characters have upon us? For the most part, they are like ghost writers; 
their work fits into and supplements the more important work and plans of 
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others. Generally, they work anonymously. No one ever thinks to ask who 
they are. Horatio M. Pollock was not one of these—he was preoccupied 
with the aspiration to help the underprivileged some way, somewhere. 

As there is danger to the administrator in too great preoccupation with 
schedules and forms and returns, and to the elinician in too great concern 
with the somewhat sterile business of diagnosis, there is even greater dange) 
to the statistician—danger that he will become too mueh enamoured wit! 
his mechanical devices, with his rushing and clashing machines, danger that 
he will lose or never gain the human values that are inherent in the plan and 
scheme of welfare statistical lore. One should perhaps hasten to say that we 
do not anticipate any such developments with Dr. Pollock’s retirement. [is 
suecessor has been too long in contact with the humanizing influences within 
the Department to justify fears that he will lose sight of the human element 
which is half concealed by mental hygiene statistics. And the dehumanizing 
effect of the machine ean be exaggerated ; Gutenberg’s movable type brought 
new life to European letters and European civilization; and there is no 
reason to think that literature or humanity has suffered from Merganthaler’s 
further step in mechanization, from the type case to the linotype keyboard. 
So, perhaps, with statisties—there can be human warmth behind the punch- 
ing and sorting devices as well as behind the hand which holds the pencil. 
But the effort required to bring that warmth into service of one’s fellow 
men may be greater. 

The writer once witnessed a demonstration of a much-vaunted ealeulating 
and tabulating machine. It was asserted by the salesman that the compli- 
cated device took all the drudgery out of statistical caleulation: When the 
holes had been punched by somebody else, the statistician could dump a 
wastebasketful of cards into the hopper, set a few gadgets, press a button 
and go out to lunch. When he returned in mid-afternoon, the machine 
would have stopped by itself; the eards would be found neatly piled in ap- 
propriate categories, 742 dementia precox records, 97 of manice-depressives 
and 28 of psychoneuroties, for example. ‘‘And then,’’ as one onlooker re- 
marked, ‘‘the work of the day having been completed, the chief could go on 
to his golf game.’’ 

This overstatement does not conceal a truth—which is that there is in- 
herent danger in applying modern big business practice to institutions for 
the sick and helpless. Such practice easily becomes a mechanical routine, 
and, if there is not careful guard against it, develops into a rigid and un- 
yielding set of formal rules and regulations in which heart warmth is lack- 
ing. If economy is sought in this fashion, it easily lapses into parsimony 
until it hampers both conduct and aim of the institution, as parsimony de- 
velops into extravagance through the spending of money in driblets without 
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accomplishing the full purpose for which it was appropriated. If the De- 
partment’’s Bureau of Statistics has been used to illustrate such a possi- 
bility, it is not beeause any loss of sympathetic qualities in interpreting our 
statisties is anticipated, but because the current process of statistical mech- 
anization is a typically ‘*big business’* process. It should be said, in fact, 
that if our new machine statistics fail to reflect the human elements which 
they are designed to interpret, the result will not only be out of character 
with the new Statistical Bureau head but will be in contrast to every other 
major step so far taken by the present administration of the Department of 
\ental Hygiene. 

When reorganization of the State hospital svstem was first forecast, many 
clinicians and administrators—with full knowledge of the numerous faults 
and failures of the existing svstem—feared that bad matters would be made 
worse by the introduction of business methods, as they conceived of them. 
Business methods, to many, foreshadowed return of the parsimony which 
was advertised as economy shortly after the first World War; they sug- 
gested emphasis on low costs at the expense of treatment and humane cus- 
todial methods; they threatened a step backward along the route which had 
seen asylums with guards transformed into hospitals with active medical 
intervention in the course of mental illness. Tie PsycHiaTric QUARTERLY 
can bear testimony to the fact that these fears have not been realized but 
that the trend in administration has been in the contrary direction. 

The Moreland Act Commission, which many of those doubtful of reor- 
ganization feared would be a mere ‘‘fishing expedition,’’ has brought in 
what appears to be in some respects a highly constructive report. There 
have been some changes in the law and in administrative procedure which 
many responsible persons in the State hospital system have long recognized 
as desirable but had long despaired of obtaining. The forward-looking 
trend in treatment which followed the introdue‘ion of insulin therapy and 
the spread of concepts of dynamie psychology has been encouraged; from 
the point of view of the patient, the outlook for convalescence or discharge 
has improved, a situation partly due to war manpower needs but which 
promises to continue and which should. 

Meanwhile, the administrative offices at Albany, instead of pursuing a 
course of development toward a more distant and rigid bureaucracy, ap- 
pears to be drawing closer to the hospitals, their staffs and their patients 
The naming of an Assistant Commissioner as Deputy Commissioner and of 
another Assistant Commissioner to have charge of the Bureau of Inspection, 
if both be invested with authority and responsibility, may well be con- 
strued as moves which will bring personal attention from those high in au- 
thority to bear on the problems of hospitalization and treatment. Yet it 


j 


330 EDITORIAL COMMENT 


must be noted that many steps taken in administrative reorganization would 
be as adaptable by themselves to the purpose of rigid and impersonal cen- 
tralization as to the progressively humanitarian policies which now seem 
in process of adaptation. 

All of which brings us back to Dr. Pollock’s pencil. New York’s institu- 
tions for the ill and the helpless cannot do without rules and administra- 
tive directions, forms, formalities and routine; but whatever the administra- 
tive system, the sympathy and humanity of the men who operate it are the 
vital ingredients, if life in our hospitals is not to beeome—like tissue grow- 
ing in the test tube—life only in the narrowest and most technical sense, life 
without hope or purpose, life only in that digestion and elimination go on 
and metabolism continues. It is because no man in the history of the De- 
partment has ever brought more of those vital ingredients of sympathy and 
humanity to an apparently purely routine activity that one sees Dr. Pollock 
and his penciled data as inspiring symbols. If we can keep that symbolism 
before us, we can welcome any amount of mechanization with the assurance 
that the clatter of the machines is not an invitation to negleet and mechani- 
‘al performance but that it offers an opportunity to administrator and 
therapist to devote more of their energies and talents to the service of the 
helpless and the eure of the ill. 


Vv 


A CHAPTER FOR A MENTAL HYGIENE PRIMER 

Military and civilian psychiatry seem to have achieved something which 
is a little less than complete success in their joint endeavor—begun in the 
days long before Pearl Harbor—to convince the American public that re- 
jection in the draft or discharge from the armed services for psychiatric 
reasons does not automatically disqualify a man from holding a responsi- 
ble job in civil life, attaining professional, financial or political eminence, or 
exercising socially-useful administrative authority or governmental power. 

If the problem of discrimination against men rejected for psychiatric dis- 
orders seems less today than it was two or three years ago, the explanation 
appears more likely to be found in the manpower needs of war industry 
and in other conditions brought about by the war itself, than in any 
effectiveness of the educational endeavors put forth by organized psychiatry 
—for there now seems reason to think that those endeavors have not been 
highly effective. For illustration, consider the brief but loud and shrill up- 
roar evoked by the recent report to a Congressional committee of a District 
of Columbia draft board chairman that men ‘‘employed in high government 
places’’ were being rejected by the armed services as psychoneurotics. He 
added, according to some reports, that it was ‘‘terrible’’ so many were 
‘“‘erazy.’’ 
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The immediate comment of a member of the House committee to whom 
the chairman reported was that psychoneuroses would explain ‘‘a lot of 
things these bureaucrats have been doing down here ;*’ and it would be just 
as naive to dismiss this statement airily as entirely political as it would be 
to ignore the element of polities in it. However mixed the motivation, when 
a speaker seizes so promptly and gleefully on a matter such as this, it is be- 
cause he believes there are discreditable elements of fact in it. And when 
hundreds of competent newspaper editors, acting in complete good faith, 
make something of a news sensation of it for the information and entertain- 
ment of the publie in general, the same belief that unpleasant truths are 
involved is evident. 

It should not require more than this single instance to make it plain that 
psychiatry has not sueceeded in the attempt to bring about publie under- 
standing of the nature and incidence of the milder mental disorders. De- 
spite all efforts at education, there is probably little if any more general 
acceptance today than there has ever been of the fact that mental normality 
is a concept not found in actuality, that no one of us from the laborer with 
his hands to the man of intellectual power is strictly and wholly ‘‘normal,’’ 
that there is hardly any one who does not act at times from phobia, from 
compulsion, from obsession—or from the influence of some trend which 
makes him for the time being subject to something other than intelleet or 
reason. Perhaps this is a strong truth; perhaps it would make publie ae- 
ceptance of the facts easier if more could be made known generally about the 
mental makeup of some of the world’s great leaders in science, art, philoso- 
phy and political achievement. 

Attempts at exact diagnoses of long-dead or half-legendary figures are not 
too profitable. It is not necessary to prove conclusively that Mohammed 
and Julius Caesar were epileptics to demonstrate to what ought to be gen- 
eral satisfaction that both were of character-struetures which today would 
be eonsidered ‘‘abnormal.’’ There should be no great and general resistance, 
likewise, to the contention that the sexual organization of Plato would be 
socially unacceptable today and that the idiosyneracies of Socrates might 
meet modern punishment and disgrace fully comparable to the Athenian 
draught of hemlock. And one might find ready acceptance of such matters 
as the psvehosis of George III, the possibility that America’s own Benedict 
Arnold was an irresponsible paranoiae, and the probabilities that certain 
nineteenth century Americans of scientific or business eminence were sexual 
psychopaths. 

To bring the illustrative evidence nearer home in the characters of Amer- 
ican figures whose historie importance or political eminence is unquestioned 
would involve the arousing of greater resistance. It is only necessary to 
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reeall the violent opposition of some two decades ago among office holders. 
private individuals and ‘‘patriotie’’ societies against the ‘‘debunkers’’ of 
American history who—whatever their emotional motivation—had a large 
degree of fact on their side. And it may be recalled that, before and afte: 
the ‘‘debunking era,’’ resistance to the ‘‘economie interpreters’’ of history 
was fairly widespread in educational and civie cireles and that it appears 
to have been based largely upon emotion rather than on the purely logical] 
grounds which could be advanced against too uncritical acceptance of that 
theory. 

If such outbursts of affectivity were aroused by the revelations that 
George Washington did not eut down the cherry tree and that some of the 
patriot leaders in the American Revolution stood to profit financially by 
victory and be ruined by defeat, it is fairly safe to predict that a much 
greater uproar would follow any publie psychiatric study of America’s 
great. Such study of even fictional characters has its dangers, as was 
demonstrated when Paul Schilder publicized his notes on sehizoid mechan- 
isms in ‘‘Alice in Wonderland,’’ and noted that Alice was anxiety-ridden 
to a pathological degree, and that the Queen of Hearts was a sadistic mon- 
strosity. What would have been the general reaction if he had pointed out 
instead that Benjamin Franklin published evidence of his own psychopathic 
traits in letters and other autobiographical material and that there is war 
rant for the belief that paranoid trends lent powerful support to the un- 
questioned patriotism of John Paul Jones? Franklin and Jones are among 
their country’s greatest figures; no one would diminish the stature of either 
by a jot or a tittle, and these interpretations of their characters, properly 
understood, should not detract from their greatness. 

The list of so-called psychiatric abnormalities which could reasonably 
be attributed to America’s historie leaders is doubtless as long as the list of 
those leaders. To divoree the discussion as far as possible from polities, no 
living man need be considered. But of the eminent dead of this century 
and the last, Theodore Roosevelt was unquestionably hypomanic ; Woodrow 
Wilson and Calvin Coolidge displayed strong obsessive and compulsive 
traits: the life histories of Grover Cleveland and Warren Harding would 
suggest psyehopathie reactions to many psychiatrists; and Andrew Jackson 
seems to have had paranoid trends. Aside from the Presidents, ‘‘abnormal”’ 
traits could be established in the characters of many eminent Americans. 
A list of the psychopathie would include Aaron Burr, Daniel Webster and 
Thaddeus Stevens—the last such a waver of the ‘‘bloody shirt’’ in recon- 
struction days that descendants of his Southern victims three-quarters of a 
century later are inclined to regard him as one of history’s bloodiest 
monsters. 
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Yet these men, with the exception of Stevens and one or two others, are 
deservedly rated not only among the great but among the benefactors of 
their nation, their people and their times. And one may turn from them 
to the most towering figure this nation has ever known, perhaps the greatest 
humanitarian and statesman the English-speaking peoples have ever pro- 
dueed, and find clear evidence of even greater abnormality. For there is 
very strong reason to believe that Abraham Lincoln suffered from a disorder 
far more serious than mere psychopathie or psychoneurotie characteristics, 
that he was, in fact, a sufferer from a psychosis, manic-depression, de- 
pressed—and this detracts not in the least from his unquestioned genius 

The point for present consideration is that under current psychiatric 
standards few or none of these men would be considered suitable material 
for soldiers. Some might have commanded, as some actually did—Jaekson 
proved his military ability at the battle of New Orleans, while there is some 
reason to think the Civil War was prolonged by Lincoln's interference with 
his generals—but men of these types today are considered as of very doubt- 
ful worth indeed, either for service in the ranks or in the lower grades as 
officers. 

If the fact could in some way be brought home to all of us that many of 
our nation’s greatest and most valuable men were of character-organizations 
which would have unfitted them for service in a modern mechanized army, 
it might be easier for us to accept the truth that business, industry, labor 
and the civil governments of city, state or nation may be full of valuable 
and even indispensable persons who also are not suited for army service. 

It also might be easier for the critical individual, draft board head, Con- 
vressman, newspaper editor or plain John Voter, to accept the possibility 
that he himself might have an ‘‘abnormality’’ which did not handicap him 
to any degree in civilian pursuits but which the psychiatrists might consider 
unfitted him for military service. He might the more easily accept this pos- 
sibility if he could also see the probability that it was a psychiatric ‘‘abnor- 
mality’’ which made it impossible for Wilson to reason concerning a com- 
promise with the Senate over the Treaty of Versailles or for Coolidge to 
reason in a matter concerning the cancellation of the World War I debts. 
And he might still more readily accept the general prevalence of ‘‘abnor- 
mal’’ character traits if he could be brought to understand that the melan- 
choly which afflicted Lincoln differed only in degree if at all from that which 
has sent uncounted thousands of fellow-sufferers to mental institutions, 

Onee it was generally understood that the great among us are not im- 
mune from psychiatric ‘‘abnormalities,’’ it also might be easier to proceed 
from generalities to illustration by more homely example. It could be ex- 
plained, for instance, that while it is normal and customary for a person to 
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wash his hands after defecation, some have an ‘‘abnormal’’ compulsion to 
do so too frequently, that is, they must do so under all circumstances. |} 
should be easy for any intelligent person to see that this minor abnormality 
will cause little discomfort or inconvenience to a civilian under ordinary 
circumstances and that it would be little or no handicap to the efficient per- 
formance of a man as a professor of economies, the head of a business, the 
mayor of a city, or even as President of the United States. But such a man 
could hardly serve with the infantry in the field, where facilities could not 
be provided for washing at all times. Similarly, a svphilophobe might have 
no difficulty in serving his government as a scientist, a writer or a statisti- 
cian, but he would be worse than useless as a soldier in the intimate contact 
with other men which the business of soldiering requires. A eclaustrophobe 
might function adequately in civil life but would be unsuited for life at the 
front in a fox hole or a bomb shelter. And the army would have no use for 
the most brilliant civil funetionary in Washington if the man happened to 
be a bed-wetter. 

It would be evidence of mental deficiency to suppose that an educational 
program such as the one suggested here could be drafted hurriedly or put 
into effect easily. It may be naiveté to suggest that such a thing is worth 
consideration at all. But current efforts have been so ineffective that much 
more radical methods may be required. The suggestion here is merely that 
the cooperation of psychiatrists, educators and specialists in the field of 
mental hygiene in a program designed to present general truths through the 
study of men of unquestioned eminence and achievement might develop 


something which was worth while. 
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Language and Thought in Schizophrenia. .J. S. Kasanin, M. D., editor. 
With a preface by Nolan D. C. Lewis, M. D. 133 pages. Cloth. Uni- 
versity of California Press. Berkeley and Los Angeles. 1944. Price 
$2.00. 

The material in this volume, presented at the 1939 meeting of the 
American Psychiatrie Association and brought up to date by its authors, has 
been edited for publication by Dr. Kasanin who is also discussant of the 
papers and a coauthor. Other contributors are Harry Stack Sullivan, M. D., 
Kurt Goldstein, M. D., Norman Cameron, M, D., Ph.D., John D. Benjamin, 
M. D., S. J. Beek, Ph.D., E. von Domarus, M. D., and Andras Angyal, M. D. 
The monograph as a whole, Dr. Lewis notes in his introduction, presents 
‘‘data accumulated from material analyzed from different points of view, 
with some synthesis and interpretation of results provided by recent inves- 
tigations in the whole field having to do with the subject of thought and 
language in schizophrenics. ’’ 

Each of the eight papers presents theoretical considerations drawn from 
long clinical experience and intensive study of schizophrenic disorders. 
Some of the conclusions are at variance with commonly accepted concepts; 
and the whole presentation is caleulated to arouse the interest of; and stimu- 
late further study by, the psychiatrist in contact with schizophrenic pa- 
tients. An unusual angle is presented by Dr. Goldstein in his paper on 
‘*Methodological Approach to the Study of Schizophrenic Thought.’’ Com- 
paring the reactions of patients with organic psychoses and schizophrenia, 
he sees a common loss of ‘‘constanecy and definiteness in the conception and 
the structure of objects,’’ a disappearance of ego-boundaries in both types 
of disorder; but he finds that the schizophrenic patient, in addition to this 
deticiency held in common with the organie case, has, in contrast, conceptual 
and structural patterns of his own, which, because his world is ‘‘much richer 
and more animated with personalized ideas than is that of the somatie pa- 
tient,’’ give the characteristic coloring to schizophrenic disorders. Dr. 
Kalanin’s own paper discusses research with the Vigotsky blocks on the re- 
actions of organic patients, schizophrenics and normal persons; from this 
research and other material, he concludes that in working with ‘‘the levels 
of thinking embodying a genetic point of view . . . we have stumbled upon 
the correct direction for understanding the reduction of intelligence which 
takes place in schizophrenia.’’ 


i 
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Dr. Cameron’s contribution modifies, or takes issue with, the often. 
expressed concepts that the schizophrenic process represents either deterior 
ation, as found, for example, in senile patients, or regression to childhood 
He finds that schizophrenia does not resemble either organie deterioration or 
normal childhood and that ‘‘in disorganizing, the schizophrenic develops : 
product that is new and unique in his life history.’ As Dr. Kalanin sum 
marizes Dr, Cameron’s discussion, the latter finds ‘‘our stock deseriptions 
of schizophrenic speech are incoherent, irrelevant, and probably not true.’ 
Another concept in sharp contrast to tradition is developed by Dr. Beck 
from diseussion of schizophrenic Rorschach records. Against the genera! 
belief that the sehizophrenie lives in a world of rich fantasy, he presents 
conclusions from many years of elinical work with Rorschach inquiries to 
the effect that while the schizophrenic does live in a fantastie world, it is not 
necessarily a world of fantasy and that if it does happen to be a world of 
fantasy, the fantasy is decidedly not rich. 

This symposium as a whole is very well calculated to stimulate further 
discussion and inquiry. Its publication is important, not only to the elini- 
eal and research psychiatrist, but to all students of abnormal psychology 


The Rights of Infants. By Marcarer A. Risse, M. D. 118 pages. Cloth. 
Columbia University Press. 1943. Price $1.75. 

This is an understanding and practical book on the subject of infant care. 
Dr. Ribble has an enlightened viewpoint in that she sees more than the or- 
ganic needs of the infant and gives useful instruction and advice upon the 
psychological elements so important in early childhood. She recognizes tlie 
importance of the psychological elements of child care and insists that the 
infant receive manifestations of aifeetion from the mother or the mothe 
substitute. 

There are several cases given in some detail of infants who developed dit- 
fieult habits because their natural impulses had been thwarted in an attempt 
to train them into daily habits which were artificial and not in accordance 
with their natural inclination. She recognizes the importance of the mouth 
as a special organ, ‘‘the use and stimulation of which arouses the first sense 
of well being and pleasure and defini‘ely furthers mental development.” 

Dr. Ribble shows throughout her little book that she has in mind the im- 
portance of the correct relationship between the mother and the infant. She 
sees that in the early months the relationship is physical and emotional and 
that this experience should be lived through to insure the future health of 
the child. She says ‘‘Sucking, once again, is a developed mental activity 
of the greatest importance to the infant.’’ Bottle feeding does not accom- 
plish this. 
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It is indeed heartening that these factors, which have been neglected and 
even scorned by the pediatricians in too many instances, are now being 
placed before them with unmistakable authority. This little book should 
be in the hands of everyone interested in child guidance and child psychol- 
ogy and particularly should be in the hands of the pediatrist. 


The Basic Teachings of the Great Psychologists. By S. STANSFELD 
SARGENT, Ph.D. 346 pages with biographical notes and index. Illus- 
trated. Cloth. The New Home Library, Garden City Publishing Com- 
pany. New York. 1944. Price 69 cents. 


‘This book introduces the reader to the whole field of Psychology,’’ says 
the author’s preface. ‘‘ Written primarily for men and women who have 
not taken courses in psychology yet who are interested in the subject, it also 
lay appeal to former students who wish a ‘refresher’ to bring themselves 
up to date.’’ Covering a historical period from Plato, Aristotle and Hippo- 
crates to Sigmund Freud, Margaret Mead and Carney Landis, and a mod- 
ern field ranging from the I. Q.’s of academi¢ psychology and the princi- 
ples of advertising to sociology, anthropology and psychiatry, the compila- 
tion involved in this work is an appalling undertaking. Dr. Sargent appears 
to have covered the whole range of such subjects as original theory, experi- 
mentation, eriticism and historical comment in a fashion caleulated to have 
iuxed the resources of a large corps of research workers. 

The author has arranged his work by subject, rather than by historical 
development or schools of thought. An index, which is excellent as far as 
it goes but might well be more extensive, will enable the student, however, 
to get a comprehensive grasp of most of the important present-day theories. 
(Chapters of this volume range from ‘‘ Intelligence and Intelligence Testing”’ 
and ‘‘Effeet of Heredity and Environment on the Individual’’ to ‘* Physio- 
logical Bases of Behavior,’’ ‘*‘ Mental Disease,’’ ‘‘Confliets and the Uneon- 
scious,’’ ‘‘Remembering and Forgetting’’ and ‘‘Psychology in Everyday 
Living.”’ There is a useful listing of intelligence and special aptitude tests 
now in general use, with descriptive material about the more important. 
In discussing the vexed question of inheritance, Dr. Sargent is properly 
skeptieal of the Kallikaks, makes no mention at all of the Jukes, and notes, 
with appropriate reservations, recent investigations which have been taken 
io indieate that environmental changes can induce great changes in I. Q.’s. 
The chapter on mental disease is in general accord with modern dynamic 
concepts and is well abreast of the latest developments in care and therapy. 

Freud and psychoanalysis receive what is evidently intended to be—and 
is, for the most part—carefully objective treatment, although some of the 
author’s eriticism, based on the work of the experimental psychologists seems 
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to be misdirected, and although—considering the huge volume of experimen- 
tal evidence available today—the statement that ‘‘ Freud made no effort to 
verify his work by scientifie experiment’’ is particularly unfortunate in its 
inferences. 

The final chapter of the book, relating the applications of psychology to 
industry, personnel work, education and other aspects of modern life is 
comprehensive and useful; but there is an inexcusable omission of psycho- 
logical warfare, which today surely deserves at least a chapter to itself; and 
other notes concerning psychology and war are painfully sketchy. Any spe- 
cialist, reading the sections applicable to his own specialty, can find de- 
batable material, unfortunate inferences or plain errors of fact in any vol- 
ume of this sort. Freudian tenets are represented for the most part cor- 
rectly, but the student will attempt in vain from a reading of the scattered 
references to psychoanalysis to gain a concept of Freud’s theories of or- 
ganization and function of the psyche. The castration complex does not 
appear in the index, although there are five page-references to inferiority 
feelings. Many psychiatrists, too, would wish to qualify the statement that 
‘*Wagner-Jauregg . . . found that high fever kills syphilitie germs and 
cures paretic patients’’—for, while the fact is correct, Wagner-Jauregg 
himself doubted that cures by malaria were due to temperature elevation. 
And omission of reference to General Semantics and Alfred Korzybski in 
any work attempting to cover the whole field of modern dynamic psychology 
cannot be commended. Also, although the historical notes on the subject 
are adequate, modern theories of hypnotism and its modern employment in 
experimental work and mental treatment deserve discussion which is not 
given. 

These critical remarks are not advanced in any spirit of cavilling, but in 
the hope that a work as useful as this will run through future editions and 
that many such matters as have been cited here will be brought before the 
author for reconsideration and review. For in spite of the limitations noted 
—-and such limitations appear inevitable in any first edition of a study of 
this sort—this book has great value and is to be commended highly. Be- 
sides its worth for the groups for which the author says it was primarily 
written, it is excellently adapted for classroom guidance and instruction— 
a matter of which the writer, an instructor at Barnard College, is doubtless 
well aware. In the fields allied to psychiatry, nurse and medical students, 
nurses and social workers should find it valuable. Psychiatrists and psy- 
chologists themselves could make good use of it as a handbook for desk ref- 
erence. The brief biographical notes—which could well be inereased in 
number in future—contain good bibliographical material as a guide for 
further reading, although a separate bibliography is not supplied; and full 
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references for the material involved in compilation might equal the text in 
length. The low price is, of course, a further recommendation tor anvbody 
interested in a modest personal collection of sound works on this general 


subject. 


The Subnormal Adolescent Girl. M. Ph. D., and 
ELAINE F, Kinper, Ph.D. xii and 215 pages. Cloth. Columbia Uni- 
versity Press. New York. 1942. Price $2.50. 

This volume, as far as the reviewer is aware, is an original presentation 
of the subnormal group especially with regard to its intimate interrela- 
tionship with what we consider to be the normal segment of our society. 
Various sections consider the subnormal girl in the home, school, industry 
und institution. There is extensive discussion of the problems of the seri- 
ously maladjusted girl and the community’s problem, and the final chapter 
deals with the possible etiological background of subnormality. 

The sivle is clear, is easy to read and shows real appreciation of the prob- 
lems confronting the less fortunate girl. An interesting feature is a dis- 
cussion of her thinking process and the frequently rich imagination and 
substitution for pleasures whieh the real environiient does not afford. 

The authors should be congratulated for the treatise on a timely subject 
which has long been neglected and often tesunderstood. An extensive 
bibliography is appended. 


An Introduction to Group Therapy. 13) 3s. R. Siavson. 352 pages with 
index, foreword by George 8. Stevenson, M. D., and appendices. Cloth. 
The Commonwealth Fund. New York. 1945. Price $2.00 

Group therapy, as understood in this volume, is therapy with children 

and adolescents with conduct disorders, delinquency problems and mild 

neurotie disturbances. The author is director of group therapy of the Jew- 

ish Board of Guardians of New York City and former lecturer at New York 

University ; and he has previously made important contributions through 

scientific publications in the field covered by his present subject. 

Adjustment to the group and to society, relief of tension, correction of 
undue dependence or aggression, and iniprovement of school and family 
relationships are some of the objectives for which boys and girls are treated 
in ‘‘clubs’’ by group therapy sessions. The treatment is described by Dr. 

Stevenson in the foreword as regarded as experimental; procedures and 

organization methods are still being studied with a view to improvement ; 

but the numerous ease records with which the book is documented leave no 


doubt of its general value and successful application. Group therapy, as 
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discussed here, is the task of the social worker, not the psychiatrist, although 
psychiatrie consultation and advice are available to the clients who are re- 
ferred for treatment by a large case work agency. As members of the groups 
improve in their own personality organizations and social relationships, they 
aid—without too great consciousness of the fact—newer members to make 
their own adjustments. The therapist, available for help to individuals or 
groups when needed, is less a teacher or an authority than a diplomatic 
fellow-member of the club with his clients. 

This volume contains all the information which a private or governmental 
agency would require to set up a similar organization. Qualifications of 
therapists, methods of selection of children for the ‘‘elubs,’’ the varying 
modes of treatment are all either described in detail or illustrated by case 
notes and case histories. 

The psychological basis of the therapy is dynamic; details of treatment 
may range from group discussion of a dream with a sex motif to the intro- 
duction of a shy and seclusive child to the use of tools and handicraft ma- 
terial. Typical problems and practical points concerning the management 
of the groups are illustrated from experience of the therapists, with volum- 
inous quotations from their records; and there are five full case histories. 
The case material is excellently chosen, and it is only to be wished that the 
author had been consistent and rephrased it all in good English, as he did 
with the greater part of it, instead of leaving some of it in the form of case 
work jottings. 

This report of an experiment with boys and girls whose problems are, as a 
rule, less acute than those which send children to mental hygiene clinics 
should be of value, not only to psychiatric workers, but to all engaged in 
organizational or therapeutie activity with children or adolescents, particu- 
larly to those in contact with problem children and delinquents. It is to be 
recommended. 


The Techniques of Self-Help in Psychiatric After-Care. By ABRAHAM 
A. Low, M. D. Vol. 1, 136 pages, Recovery’s Self-Help Techniques, 
History and Description; Vol. 2, 88 pages, Group Psychotherapy ; Vol. 
3, 125 pages, Lectures to Relatives of Former Patients. Photo- 
lithographed. Paper. Published by Recovery, Inc., 1140 North La 
Salle Street, Chicago 10, Illinois. 1948. Price $3.75; $1.25 each if 
purchased separately. 

Recovery, Inc., founded and headed by Dr. Low as president, was organ- 
ized in 1937 by a group of his former patients who had recovered mental 
health after shock treatment at the Psychiatrie Institute of the University 
of Illinois Medical School. It is now made up of former patients and their 
relatives and dedicated to improving the lot of the mental patient and for- 
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mer patient, socially, economically and legally, by taking part in their own 
after-care, by sponsoring group therapeutic sessions and lectures to rela- 
tives, and by seeking improvements in the law relating to the mentally de- 
ranged—prosecuting this last activity so successfully that appropriate legis- 
lation favored by the association was passed by the Illinois Legislature with 
the approval of the Governor who, however, vetoed the measure on advice 
that it was unconstitutional. 

The three volumes reviewed here summarize these important activities. 
The first is not only a history of ihe formation of Recovery, Ine., but would 
he an admirable guide to the formation elsewhere of similar organizations 
and the planning of their aetivities. ‘*Group Psychotherapy’’ presents in 
question and answer form the therapeutic measures used by Dr. Low in sin- 
ele brief and extended interviews and in the ‘‘multiple interview,’’ in which 
the patients discuss each other’s symptomatology and problems. The book 
of leetures presents with numerous examples the material with which rela- 
tives should be acquainted for the proper care of ill or convalescent family 
members. This is not a course in mental hygiene. It is a series of examples 
of how the mind ean become deranged, how recovery can be accomplished, 
and how the proper attitude and actions of friends and family members can 
assist in the process of convalescence. 

Dr. Low, certified in both neurology and psvehiatry, is assistant director 
and assistant professor of psvehiatry at the Hlinois University Psychiatrie 
Institute. Reeovery, Ine., had the original backing of school of medicine 
and university authorities and obtained the cooperation of the officials con- 
cerned with mental hygiene and psyehiatrie care of the state of Illinois. 
It had an exhibit at the American Psychiatrie Association meeting in Chi- 
cago in 1939; and Dr. Low presented a paper on it at that time. The three 
present volumes should provide valuable material, both for the psychiatrist 
too pressed for time to undertake individual psychotherapy and therefore 
interested in group methods, and for the psyehiatrist and social worker 
coneerned with the numerous and perplexing problems of after-care. 


Guiding the Normal Child. By Acarna H. Bowiry, Ph.D. 174 pages 
with index and foreword by D. R. MaeCalman, M. D. Cloth. The 
Philosophieal Library. New York. 1943. Price $3.00. 

Dr. Bowley, a British academie psychologist with a wide background of 
teacher-training and child guidance work, writes this book ‘‘ primarily for 
the student who is training to be a teacher, but it is also suitable for par- 
ents.”’ It is an outline in convenient format of the principal facts of hu- 


man development and the main problems of psychological and social adjust- 
ment experienced by the child from infaney through adoleseence. The au- 
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thor writes simply and elearly and organizes her material well. The under- 
lying theory is Freudian dynamic psychology, presented soundly and plainly 
—it somewhat too sketehily—and with an obvious effort to avoid arousing 
resistance and controversy. There is general avoidance of technical terms, 
a convenient glossary of such technical words and phrases as are unavoid- 
able and an omission, which is almost too drastic, of such material as is not 
particularly relevant to teaching. A brief discussion of the unconscious 
and of unconscious motivation, for example, would seem desirable; and a 
note on anal mechanisms might well accompany the mention of oral factors 
in connection with feeding difficulties. 

Specific problems, speech diffieulties, conduct disorders, minor neurotic 
disturbances and delinquencies as they appear in ‘‘normal’’ persons are dis- 
cussed in some detail and illustrated with case reports. Such limited ther- 
apy as is advisable for teachers or parents to attempt is indicated in spe- 
cifie instances, with the plain advice to seek professional assistance in the 
case of more serious difficulties. The treatment of sex education and sex 
problems is sound and plainly worded, and is perhaps adequate for students 
of teaching—as in British society, like our own, responsibility for sex train- 
ing is generally regarded as that of the parent, not the teacher. Parents, 
however, could well do with more information on this subject. And to 
many American parents of adolescents and to many others who remember 
their own youth, it will seem a serious understatement to note that ‘‘Chil- 
dren should by this time (adolescence) be well aware of the facts of birth, 
but a further knowledge of the hygiene of sex is necessary. Girls should 
be told about . . . menstruation . . . and boys about nocturnal emissions.’’ 

The value of this book is that it is a sound and well-balanced outline for 
further study of a most difficult subject. References, lists of play and 
teaching materials, suggested bibliographies for additional reading provide 
a guide for really serious work. This material is, of course, better adapted 
for students and teachers than for parents; and separate listings for par- 
ents’ use would seem desirable. 

Other Publications Received 
LA MALARIATHERAPIE ET LA THERAPEUTIQUE PAR LES CHOCS A |’HopImtTa. 
Saint-MicHEL-ARCHANGE. Dr. C.-S. Roy, surintendant médieal. 81 
pages. Paper. Published under auspices of the minister of health and 
social welfare. Quebee. 1948. Price not stated. 

This pamphlet is a collection of 12 papers previously published in ‘‘ Laval 
Médical on the treatment of syphilis in mental patients by malaria and 
chemotherapy and on the treatment of the functional psychoses with metra- 
zol and eleetrie shock at the Hospital of Saint-Michel-Archange. Insulin 
was not used. 
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Dr. Roy’s introduction to this work by various staff members notes that 
malaria treatment, employed at the hospital for 16 vears, or a combination 
of malaria and chemotherapy is still the most satisfactory treatment—in the 
opinion of the staff—for general paresis. The two papers on malaria ther- 
apy compare results from treatment with malaria alone and results from 
treatment by malaria and chemotherapy, and review the courses of 365 
syphilitie patients of all diagnoses over an 11-year period. 

Of the nine papers dealing with metrazol, Svlvio Caron and Charles Mar- 
tin report on the relief of the aura of anxiety by scopolamine alone and 
scopolamine with morphine; there is a short report by Lucien Larue on the 
successful treatment of a young woman with hysteria; and a paper by G.-H. 
Larue and Alph. Pelletier on the use of metrazol in diagnosing epilepsy. 
Statisties of results reported in another paper agree in general with those 
seen elsewhere in recording the lowest remission and recovery rates in de- 
mentia preeox and the highest in maniec-depression ; a less usual finding is 
that 19 of 85 psychoneuroties, or 22.3 per cent, recovered after metrazol 
treatment and that a total of 65, or 76.5 per cent, were benefited by it. 

Mathieu Samson reports on the first 100 cases treated with electric shock 
at Saint-Michel-Archange. The results are more or less like those with met- 
razol, best in the affeetive disorders, and the author notes that the treat- 
ment has marked advantages over that with metrazol. Elsewhere, it is re- 
ported that the hospital will continue the use of metrazol instead of electric 
shock in eases where anxiety preceding the seizure is felt to influence favor- 
ably such symptoms as mutism, negativism, extreme agitation and hysterical 
manifestations, as well as in eases requiring rapid stimulation of metabolism. 

This is a weleome addition to psychiatrie literature and THE QUARTERLY 
hopes to see more reports of the activities of the mental hospitals of the 
Province of Quebec. 


THe BULLETIN oF THE U.S. Mepicat. DEPARTMENT. Published under 
the auspices of the office of the Surgeon General. Number 74, March, 
1944. 


This issue of the official monthly publication of the medical department 
of the army is of particular interest to psychiatrists because of an article 
by Colonel William C. Menninger, M. C., A. U. S., on ‘‘Opportunities for 
Treatment of Neuropsychiatric Patients’’ and a paper form the office of the 


Surgeon General on ‘‘The Division Neuropsychiatrist.’’ 
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Colonel Menninger points out that, despite the general conception that the 
primary duty of the military psychiatrist is rapid disposition of psychiatric 
eases and psychiatric casualties so the fighting power of the army will be 
impaired as little as possible, there are widespread and growing opportuni- 
ties for treatment by methods including ‘‘ psychotherapy, occupational and 
recreational activities, hydrotherapy, shock therapy, drugs and milieu ther- 
apy.’’ The author advises that, in spite of the pressure of other important 
functions the army psychiatrist should ‘‘be on the alert to utilize every 
therapeutic opportunity so far as his energy, time, and ingenuity will 
permit.”’ 

The paper on the division neuropsychiatrist discusses in detail the fune- 
tions of this officer, with particular reference to the maintenance of mental 
health of the command, the restoration to health of psychiatric casualties 
who can be returned to duty, the treatment of normal individuals with 
minor correctible maladjustments, and the development of a program of 
preventive psychiatry. 


INADEQUATE DiETS AND NUTRITIONAL DEFICIENCIES IN THE UNITED STATEs. 
Report of the Committee on Diagnosis and Pathology of Nutritional 
Deficiencies, Food and Nutrition Board. Bulletin of the National Re- 
search Council, Number 109. 56 pages with 17 tables and references. 
Paper. National Research Council. Washington, D. C. November, 
1943. Prices 50 cents, 20 per cent discount in quantities of 10 or more. 


Studies throughout the United States in the last 10 years have shown the 
widespread prevalence of diets which are not only below the optimum but 
below the minimum standard level for both energy value and protective 
foods. This bulletin is a survey and statistical interpretation based on that 
work ; its source is a guaranty of its comprehensiveness and authority ; and 
189 references to survey, clinical and experimental material provide a good 
bibliography for further study of specific problems. 


TRANSACTIONS OF THE NEW YoRK ACADEMY OF SCIENCES. Series II, Vol. 6, 
March, 1944, No. 5. 


This issue contains two papers of interest to psychiatrists and psycholo- 
gists, a discussion by Lawrence K. Frank on ‘‘‘The Emergence of Person- 
ality,’’ and ‘‘ Applied Anthropology in the Dutch East Indies’’ by Professor 
Raymond Kennedy of Yale. Mr. Frank coneludes his paper with the view 
that ‘‘ Fhe personality emerges as a dynamic process which the human, mam- 
malian organism, with his relatively large brain, develops under the impact 
of cultural traditions as transmitted to him during the period of childhood 
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and adolescence, so that he learns to create to maintain a ‘private world’ 
in which he really lives, while participating in the common publie world 
with other individuals.’’ Professor Kennedy's article discusses the unique 
requirement that all administrators in the Netherlands East Indies be 
trained anthropologists. All students of sociology should be interested in 
his findings of extraordinary efficiency in civil service and ‘‘intaet and 
flourishing native cultures,’’ but, unfortunately, so little ‘‘aceulturation’’ 
that the great body of the Indonesian population was left ‘‘ignorant and 


defenseless’’ against modern war. 


ARTHUR W. PENSE, M. D. 


Arthur W. Pense, M. D., who had been on leave of absence as acting medi- 
eal inspector from his post as clinical director of Utica State Hospital, was 
appointed Assistant Commissioner of the New York State Department of 
Mental Hygiene by Commissioner MacCurdy on April 1, 1944. He is in 
charge of the Department’s inspection service under the reorganization 
which calls for an Assistant Commissioner in that post. 

Arthur W. Pense was born on September 26, 1899, at Kingston, Ontario, 
Canada, and was educated at the publie schools and the Collegiate Institute 
of Kingston, before attending the Faculty of Arts and the Faculty of Medi- 
cine at Queens University in the same city. He was graduated with the 
degree of M. D. C. M., in 1923. 

After three years of interneship in general and specialized hospitals in 
New York City, Dr. Pense entered the New York State Hospital service at 
Binghamton State Hospital on August 12, 1926. He was promoted to assist- 
ant physician in March, 1927, and to senior assistant physician in July, 
1929. On July 1, 1932, Dr. Pense was transferred to Wassaic State School 
where he was promoted to clinical director on November 1 of that year. He 
was transferred to Utiea State Hospital in the same position on March 1, 
1948, and was appointed acting medical inspector on October 1, 1943. 

Dr. Pense was married on Mareh 1, 1927, to May Beatrice Wiggins of 
srooklyn; and there are three children, Cynthia, Ronald and Alan. 

The new Assistant Commissioner is a member of the American Association 
on Mental Deficiency, the American Psychiatrie Association and the Oneida 
County Medical Society, the last following memberships in the Dutchess and 
Broome County societies. He has presented papers before the Dutchess 
County Psychiatrie Society and the American Association on Mental De- 
ficiency and has had work published in THE PSYCHIATRIC QUARTERLY SuP- 
PLEMENT on subjects relating to mental defect. His professional activities 
have included active interest in mental hygiene and child guidance clinics 
in the Binghamton and Wassaie districts. Recent activities in addition to 


his Department duties have included work at the armed forces induction 


stations at Albany and Utiea. 
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ALFRED M. STANLEY, M. D. 


Alfred M. Stanley, M. D., first assistant physician at Rockland State Hos- 
pital since August, 1934, and acting medical inspector of the New York 
State Department of Mental Hygiene since November 1, 1942, was named 
director of Harlem Valley State Hospital by Commissioner MaeCurdy on 
April 1, 1944. 

Alfred M. Stanley was born in the province of Ontario, Canada, Decem- 
ber 20, 1900. He was graduated from the Faculty of Medicine, University of 
Toronto, in 1922, served a general interneship at Buffalo City Hospital in 
1922 and 1923, and entered the New York State Hospital service as interne 
in July, 1923. He was appointed senior assistant physician at Buffalo in 
1926 and became director of clinical psychiatry at Roekiand in 1931, with 
his promotion to first assistant physician following three years later. At 
Harlem Valley State Hospital, Dr. Stanley sueceeds as director Dr. Harry 
A. LaBurt, transferred to the directorship of Creedmoor State Hospital. 

Dr. Stanley was married in Buffalo in 1930 to Dorothy E. MeCormack ; 
and there are two children, Sarah Ann, 14, and Ward M., 10. 

The new Harlem Valley director is a diplomate of the American Board of 
Psychiatry, and a member of the American Psychiatrie Association and the 
Rockland County Medical Society. He has been interested in child psy- 


chiatry and, while in Buffalo, served for several vears as consultant in child 


psychiatry to the Buffalo Foundation. 
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DR. BIGELOW IS APPOINTED DEPUTY COMMISSIONER 

Newton J. T. Bigelow, M. D., Assistant Commissioner of the New York 
State Department of Mental Hygiene since September 1, 1943, and director 
of Edgewood State Hospital since August 13 of the same year, was named 
Deputy Commissioner of the Department by Commissioner MaeCurdy on 
April 1, 1944. Dr. Bigelow was formerly director of clinical psychiatry at 
Utica and Pilgrim State Hospitals and former first assistant physician at 
Pilgrim. He is an associate editor of THE PsyCHIATRIC QUARTERLY and 
THE PSYCHIATRIC QUARTERLY SUPPLEMENT. A biography and photograph 
of Dr. Bigelow appeared in THE QuaRTERLY of October, 1948. 
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DR. MALZBERG BECOMES DIRECTOR OF STATISTICS 


Bejamin Malzberg, Ph.D., senior statistician and assistant director of sta- 
tisties of the New York State Department of Mental Hygiene since 1928, 
was named director of the Department’s Bureau of Statisties by Commis- 
sioner MacCurdy on April 1, 1944, to sueceed Horatio M. Pollock, Ph.D., 
retired. 

Benjamin Malzberg was born in New York City on December 2, 1893. He 
was graduated from the College of the City of New York in 1915, received 
his A. M. from Columbia University in 1917, was graduated from the New 
York School of Social Work in that same year, and after some years of fur- 
ther study here and abroad received his Ph.D. from Columbia in 1934. 
After serving as social investigator for the New York City Legal Aid So- 
ciety from 1917 to 1919 and doing special statistical research on the preva- 
lence of venereal disease in the latter year for the United States Interdepart- 
mental Social Hygiene Board, he received a field service fellowship in so- 
ciology at the University of Paris and studied there, at the College de 
France, the Ecole d’Anthropologie, Paris, and University College, London, 
from 1919 to 1921. He became statistician of the New York State Board of 
Charities in 1923 and held that position until 1928, when he entered the 
New York State hospital service as senior statistician and assistant director 
of the Bureau of Mental Hygiene Statistics. 

Professional activities besides his official positions have included work as 
a special statistical consultant on the mentally handicapped at the White 
House Conference on Child Health and Protection in 1930, as consultant in 
mental hygiene statistics of the Hospital Survey for New York in 1936 and 
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as consultant for the ‘‘Survey of the Negro in America,’’ in 1939 and 1940, 
Ile was a member of the committee on institution statistics of the American 
Statistical Association from 1928 to 1930. 

Dr. Malzberg was married on August 25, 1935, to Rose Hershberg of Al- 
bany; and there are three daughters, Judith Ann, and twins, Ruth Ellen 
and Amy Susan. 

The new director of statisties is a voluminous writer. He has contributed 
many articles to professional journals, including THE PsycHiarric Quar- 
rerLy, chiefly on statistical aspects of mental hygiene; and other publiea- 
tions are ‘‘ Mortality Among Patients with Mental Disease,’’ 1934; ‘‘ Hered- 
itary and Environmental Factors in Dementia Prweox and Manic-Depressive 
Psychoses’’ (with Dr. Pollock and R. G. Fuller), 1938; ‘‘Statistical Studies 
of Shock Treatment of Dementia Prawcox,’’ 1938 to 1941; and ‘*Social and 
siologieal Aspects of Mental Disease,’’ 1940. 

Dr. Malzberg is a fellow of the American Association for the Advance- 
ment of Science and an associate fellow of the New York Academy of Medi- 
cine. He is a member of the Institute of Mathematical Statisties, the Amer- 
ican Statistical Association, the Population Association of America, the Psy- 
chometrie Society, the New York Academy of Sciences, and Sigma Ni 
fraternity. 


ray 


PAUL O. KOMORA NAMED DEPARTMENT SECRETARY 


Paul O. Komora, assistant secretary of the New York State Department 
of Mental Hygiene since August 1, 1942, was appointed Administrative See- 
retary of the Department by Commissioner MacCurdy on April 1, 1944. 
Before coming to the Department, he had been associate secretary of the 
National Committee for Mental Hygiene since 1932. He has had long ex- 
perience in publie relations work on a national scale and in the editing and 
writing of articles and reports. A biography of Mr. Komora appeared in 
THe PsycCHIATRIC QUARTERLY of October, 1942, following his appointment 
as assistant secretary of the Department. 


Vv 


DR. ROSS RETURNS TO HUDSON RIVER 


Dr. John R. Ross, who retired from the superintendeney of Hudson River 
State Hospital to become superintendent of Rhode Island State Hospital 
on July 31 of last year, was reinstated as director of Hudson River State 
Hlospital on April 1, 1944, by order of Commissioner MaeCurdy. Prior to 
his leaving for Rhode Island, he had been in the State hospital service for 
years. 
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DR. CAMP IS ACTING MEDICAL INSPECTOR 
Joseph Lee Camp, M. D., assistant director of Letchworth Village, and 
formerly senior assistant physician at Hudson River State Hospital, was ap- 
pointed acting medical inspector of the New York State Department of Men- 
tal Hygiene on April 1, 1944, by Commissioner MaeCurdy. Dr. Camp is a 
graduate in medicine of Tulane University in 1925. 


OTHER DEPARTMENTAL CHANGES ARE ANNOUNCED 

A number of promotions and appointments of importance to the New 
York State Department of Mental Hygiene, in addition to those primarily 
of interest to the medical personnel, were announced by Commissione: 
MacCurdy as effective on April 1, 1944. 

Robert P. Rickards, attorney of the reimbursement bureau, was named 
Director of Reimbursement and associate attorney. He will continue in 
charge of the Department’s reimbursement activities, which have been 
reorganized. 

Changes in the business administration of the Department inelude the 
appointment as Business Assistant to the Commissioner of Daniel J. Doran, 
formerly director of mental hygiene accounts and a man with long service in 
the business office of the Department. 

Leighton M, Arrowsmith, who served as adviser in hospital administra- 
tion to the Moreland Act Commission investigating the Department of Men- 
tal Hygiene, has been named Administrative Adviser in the new business 
administration setup. He has been active in the affairs of the American 
Hospital Association for some years, is a former president of the Greater 
New York Hospital Association, and is president of the Hospital Bureau 
of Standards and Supplies of New York City. He is a graduate of Harvard 
University and served for 14 years as administrator of St. John’s Hospital, 
Brooklyn. 

Lester C. Elmendorf was named Supervisor of Purchase. He was for- 
merly controller of the city of Kingston and has had long experience in 
purehasing for a large business organization. During World War I, he 
served in the quartermaster’s department of the navy. 

Frank 0. Osborn, former head account clerk, was named Chief Account 
Clerk. He will continue his services in the Department’s business office 
under the new title. 

It is planned to publish more biographical material if possible, as well as 
further details of the new administrative setup as they affect the conduct 
of business by the Department in the July issue of THE PsyCHIATRIC 
QUARTERLY SUPPLEMENT. 
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THE MORELAND ACT COMMISSION REPORTS 


The report of the Moreland Act Commission which has been investigating 
the New York State Department of Mental Hygiene and its institutions 
since its appointment in May, 1943, was made public on March 16, 1944. 
The Commission, headed by Archie O. Dawson of New York City and aided 
by a large staff of professional advisers, made a comprehensive survey of 
the workings of the Department’s administration and of its separate institu- 
tions, with the treatment, eare and general conditions therein. 

‘The Commission made a number of recommendations for sweeping changes 
in Departmental administration, some of which are refleeted in appoint- 

ents and promotions recorded in the news items of this issue of Tue 
QUARTERLY. A number of bills affecting the operations of the Department 
were also passed by the 1944 Legislature as a result of the Commission’s 
inquiry, were signed by the Governor and have gone into effeet, 

Tht QUARTERLY will not attempt to review the report or the new legisla- 
tion in this place. It has been customary in the past to review legislation 
affecting the Department of Mental Hygiene in the July number of Tue 
PSYCHIATRIC QUARTERLY SUPPLEMENT. It is the present hope to add to 
this customary report a review of the administrative changes made in the 
Department, particularly as they affect business administration and conduet 
of the institutions, in the July, 1944, Suppiemenr. There will be an at- 
tempt to analyze the Commission’s principal recommendations, particularly 
as reflected in new legislation and new administrative procedure, or as 
modified by new law or general order at that time. 


- 


DR. CAMERON HEADS NEW DEPARTMENT AT McGILL 


A department of psvehiatry and an institute for research and teaching, 
have been established at MeGill University at Montreal, with D. Ewen 
Cameron, M. D., formerly of Albany Medical College, appointed as director 
of the institute and named to fill the chair of psychiatry in the new uni- 
versity department. 

The Rockefeller Foundation and the government of the province of Quebec 
are supporting the research and teaching institute; and a building has been 
provided through the generosity of Sir Montagu Allan and Lady Allan. 
The institute will provide 50 beds ‘‘for patients suffering from early and 
acute psychiatric conditions.’’ It is announced that facilities for extensive 
treatment are being set up, that the development of research and treatment 
will be major objectives and that ‘‘large and well-equipped laboratories 
are to be provided.’’ 
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PHILIP SMITH, M. D., DIES AGED 71 

Philip Smith, M. D., chief medical inspector for 17 years of the New York 
State Department of Mental Hygiene, died in Brooklyn on January 9 at 
the age of 71. He had been feeling ill and had been staying with Superin- 
tendent Bellinger of Brooklyn State Hospital for what he had intended to 
be a few days when he succumbed to a heart attack. 

Dr. Smith was graduated from the College of Physicians and Surgeons i: 
1900 and interned at Roosevelt Hospital, New York City. He then joined 
the New York State hospital service and was for some time on the staff of 
Manhattan State Hospital. His State service was broken by service in the 
army medical corps during World War I. During his 17 years as chief 
medical inspector, he traveled from his office in New York City to public 
and private institutions all over the State, thus becoming personally known 
to hundreds of persons concerned in the treatment and the eare of the 
mentally ill. 

Dr. Smith was a widower. His wife and daughter died some years ago. 
He leaves a sister in Worcester, Mass., a brother in New York City and a 
brother in Seranton, Penn. 

A personal tribute to Dr. Smith as a man and an official, written by for- 
mer Commissioner Frederick W. Parsons, M. D., appears in the March, 1944, 
issue of the ‘‘ American Journal of Psyehiatry.’’ 
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DR. BERNARD SACHS IS DEAD AT 86 

Bernard Sachs, M. D., outstanding world figure in the field of neurology, 
died in New York City on February 8, 1944, at the age of 86. He had twice 
served as president of the American Neurological Association and of the 
New York Neurological Society ; was the first president of the International 
Neurological Congress and was twice its honorary president; and he had 
been president of the New York Academy of Medicine. 

Dr. Sachs was consulting neurologist at Manhattan State Hospital and 
had served at different periods for many years as professor of neurology 
at the New York Polvelinie Hospital, professor of clinical neurology at 
Columbia University and director of child neurology at the New York Neu- 
rological Institute. In 1936, he became director of a world-wide researc) 
project established by the Friedsam Foundation into the subject of child 
neurology ; and up to the time of his death, he was engaged in study of Tay- 
Sachs disease, so-named in honor of his own research and that of Dr. War- 
ren Tay, English neurologist who investigated the same condition. Dr. 
Sach’s activities were not narrowly confined to the limited field of neurol- 
ogy. He was interested, with reservations, in the development of psycho- 
analysis and was one of the first to become interested in Sakel’s insulin 
treatment of schizophrenia. 
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Dr. Sach’s writings included, besides a large number of scientifie papers 
and monographs, the standard work, ** Nervous Diseases in Children,’’ pub- 
lished in 1895 and revised with Dr. L. Hansman in 1905; ** Nervous Dis- 
orders of Children from Birth to Adolescence,’* 1926; The Normal Child.” 
1926; and ‘‘ Keeping Your Child Normal,’’ 1930. 

Bernard Sachs was born in Baltimore, January 2, 1858; after preparatory 
edueation at home, was graduated from Harvard in 1878, and was graduated 
in medicine from the University of Strassbourg, Germany, in 1882. He was 
married to Bertha M, Stein of Franktfort-am-Main in 1887, and after her 
death in 1940 to Mrs. Rosetta Kaskel of New York City. Besides Mrs. 
Strauss and two daughters, he left six grandsons, all of whom are in the 
armed services. 

CENTENNIAL MEETING PLANS ANNOUNCED 

Preliminary plans for the centennial meeting of the American Psychiatrie 
Association at the Bellevue-Stratford Hotel, Philadelphia, from May 15 to 
Is have been announced. Problems of military psyehiatry, according to 
present plans, will be a feature of the meeting; and guest speakers on cen- 
tenary day, May 17, will inelude General G. B. Chisholm besides Professor 
T. North Whitehead and Alan Gregg, M. D. 

Meetings of the American Psychoanalytic Asssociation, from May 13 to 
15, and of the American Association on Mental Deficiency, from May 11 to 
15, will precede that of the American Psychiatric Association. The com- 
mittee on hotel reservations has announced that because of wartime condi- 
tions members attending the meeting will be expected to plan on, or agree 
to, double occupancy of hotel rooms and that it may not be possible to ae- 
comodate all of them at the Bellevue-Stratiord. Members are requested to 
take room reservations through Dr. LeRoy M. A. Meader, chairman of the 
subeommittee on hotels, at 206 S$. 15th Street, Philadelphia, rather than 
through the hotel. 

PSYCHOSOMATIC RESEARCH FUND IS ESTABLISHED 

Establishment of a fund for research in psychosomatic medicine has been 
announced by the National Committee for Mental Hygiene. Research in the 
psychosomatic aspects of the diseases which are chiefly responsible for disa- 
bility and death is the announced purpose of the fund, which will be used to 
stimulate and subsidize sueh inquiry. Administration will be under direc- 


tion of George S. Stevenson, M. D. The committee to consider projects is: 
Dr. Charles M. Aldrich, Dr. Franz Alexander, Dr. Stanley Cobb, Col. Wil- 
liam C. Menninger, M. C., A. U. S., and Dr. John Romano. Communiea- 
tions should be addressed to Dr. Edward Weiss, 269 S. 19th Street, Phila- 
delphia 3, Penn. 
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DR. MAXWELL C. MONTGOMERY DIES AT ROME 


Maxwell C. Montgomery, M. D., assistant director of Rome State School 
and acting head of that institution between the death of Dr. Charles Bern- 
stein and the appointment of Dr. James P. Kelleher as superintendent, died 
on February 27, 1944, at the age of 63. Graduated from the medical school 
of Syracuse University in 1905, Dr. Montgomery served interneships in 
Syracuse and New York City before joining the Rome State School staff in 
1906. Except for army service as a captain in the medical corps during 
the first World War, he remained with the school until his death. In 1921, 
he was married to Mary Samson of Rome who survives him, 


CHILD BEHAVIOR SPECIALIST WANTED 

The Juvenile Court of Cuyahoga County, 2163 KE. 22d Street, Cleveland 
15, Ohio, has requested THE PsycHiATRiC QUARTERLY to call the attention 
of its readers to an opening for a psychiatrist specializing in child behavior 
problems in the court ¢linie. The position is deseribed as a full-time one 
paying $5,000 or more a year, depending on the training and experience 
of the applicant accepted; and the duties include diagnostic studies, treat- 
ment, plans for placement and social treatment, interviews and followups 
of dependent, delinquent and neglected children. A psychologist and a 
physician, in addition to the psychiatrist, make up the clinic. Inquiries are 
to be addressed to M.S. Laird, director of research at the Cuyohoga County 
Court. 
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AFTER ALL, THERE’S NO PLACE LIKE HOME 
‘*\ certain man had two sons: and the vounger of them said to his father, 
Father, give me the portion of goods that falleth to me. And he divided 
unto them his living. And not many days after, the vounger son gathered 


all together, and took his journey into a far country . . . And he went and 
joined himself to a citizen of that country . . . And when he eame to him- 
self, he said, How many hétred servants of my father’s have bread enough 
and to spare, and I perish with hunger! 1 will arise and go to my father. 

And he arose and came to his father. But when he was yet a great 
way off, his father saw him, and had compassion, and ran, and fell on his 
neck, and kissed him. . . . the father said to his servants, Bring forth the 
best robe, and put if on him; and put a ring on his hand, and shoes on his 
feet; And bring hither the fatted calf, and kill it; and let us eat, and be 
merry: For this my son was. . . lost, and is found. And they began to be 
merry . . . It was meet that we should make merry, and be glad: for this 
thy brother . . . is alive again; and was lost, and is found.”’ 
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